£1 THE BRITISH MEDICAL ASSOCIATION 


|EDICAL 
‘LIBRARY 


SATURDAY ocronen 1952 


TABLE OF CONTENTS| 


Treatment of Kwashiorkor with Milk and Vegetable Proteins  . 


Kwashiorkor—II. Clinical Picture, Pathology, ‘and Diagnosis - 
H. C. TROWELL, M.D., F.R.C.P., J. N. P. Davigs, M.D., and R. F.°A. DEAN, Ph.D., M.R.C.S., 798. 
‘Late Prognosis of Subarachnoid Haemorrhage Joun N. WALTON, M.D., MRCP. ........802 
Intra-arterial Injections in Treatment of Peripheral Vascular Disease. 
J. W. L. EDWARDS, M.D., M.R.C.P., N. B. JONES, M.B.,; M.R.C.P., R. B. MCCONNELL, M.B., M.R.C.P., 


_H. S. PEMBERTON, M.B., F.R.c.P., and D. C. WATSON, M.D., M.R.C.P 
- Blood Transfusions in Paraplegic Patients with Toxaemia 


4 
= 


BRITISH 


WALSH, M.8., B.Ch. 


Use of Fachsonium Compound for Non-specific Cervicitis and Vaginal Thrush 


-D. McKay Hart, M.B., Ch.B.; F.R.F.P.S., F.R.C.0.G., and C. HUTTON BROWN, M:B., Ch,B., M.R.C.0.G. .....-- .8 813 
Radical Duodenopancreatectomy of the Pancreatic Duct 
W. GARDEN HENDRY, M.B., F.R.C.S.’ 


-Banti’s Disease in Two Brothers 


ee 


Wink B.S., and JOHANNES MOSBECH, B.s. 816 
CORRESPONDENCE 


MEDICAL MEMORANDA LEADING ARTICLES 
riedlinder’ Pneumonia _ with Massive Protein Deficiency in Negro Inf: oo 82l 
Necrosis of Lung. J. H. THomas, Closer Contact ........... = -- -822 
_Antiperistaltic Movement of a Foreign | Education of the pict sag 823 
Body in the Colon. F. Denis HIND-| ~~ The Voluntary Spirit ............ ee 824 
REFRESHER COURSE MEDICO-LEGAL 
The Typhus Group of Fevers—l. R. Drunkenness and Divorce 
LEWTHWAITE, 0.B.E., D.M., F.R.C.P. ... .826 
QUESTIONS AND COMMENTS 
GENERAL ARTICLES AND NEWS Oestrogens and Cancer—Calcium in Pul- 
THE New. ACADEMIC YEAR ............ 828 mona Tuberculosis — Psychothera 
- and "Skin Disease—Sixth-nerve Palsy 
BirtHs, MARRIAGES, AND DEATHS ...... lities — Long-acting 
Abdominal Diagnosis 819 SUPP LEMENT 
Operative Surgery .........c++eseseeee Full Contents on First, Page of Supplement 
seases in Old Age .....6025.¢ee+eee: 820 Expansion of the Health Service ........ 151 
é — Minister’s Policy for General Practice . . 152 


R.M.B.F. -Christmas Gifts Fund 


Coroners’ — 
Three Cases of Weil's Disease. Avan A. 
Are More Babies Born ai ‘Night ? ALAN 

Variations in Cancer 

mou E. D. ALLEN-Price, M.D. , .831 
*-and Other An Antimalarials. 

831 
ypnosis. Mason, 

M.B.; JOHN FREEMAN, M.D. ....,.....832 
Treatment of Furunculosis. 


. JAMES MD. 
Points from Letters .......... B34 
OBITUARY 
w. M.D., LL.D., PROS. 
835 
aly Macfadyen, M:c., M-B. ..... 
J W. Stretton, 836 


BRITISH MEDICAL ASSOCIATION, TAVISTOCK SQUARE. LONDON, W.C.1 


No. 4788, WEERLY, PRICE 


~ 


~ REGISTERED AS A NEWSPAPER 


= ia? 


if 
~ 
< 
q 2 
3 
iy 
q 
ODYT ILD 


Oct. 11, 1952 


SANCTIONED ON 


N.H.S Prescriptions (Form E.C.10) 


EPHAZONE 
tablets 


The rational, symptomatic 
remedy for 
bronchial spasm in . 
Asthma and Bronchitis 


Containing in each tablet: 
Ephedrine } grain - $$ Theobromine } grain 
Phenazone 1 grain - Calcium gluconate } grain 

is not advertised to the general 


This preparation 
public. Please write for descriptive leaflet and sample 
to the manufacturers: 


EPHAZONE LTD 


$9 BROOK ST. LONDON WI TEL: MAYFAIR 5496 


SALTsSON Lm. 


— for — 


SURGICAL BELTS 
and CORSETS: individual measurements 


ELASTIC HOSIERY Thread Elastic 
qualities 
TRUSSES for all types of hernia, to individual 
requirements 
ORTHOPAEDIC APPLIANCES 
ARTIFICIAL LIMBS, ete., ete. 


An Invitation 


Our services are available tree of charge to the 
Medical Profession in carrying out work of an experi- 
mental nature for any new type of surgical support. 


LONDON ADDRESS FOR APPOINTMENTS := 
1,STANLEY HOUSE, 103.MARYLEBONE HIGH ST.. 
LONDON, W.1. =‘ TEL. WELBECK 3034. 


HEAD OFFICES: 


BIRMINGHAM, 2 


invalid Bovril is a highly ; 
concentrated form of Bovri! 
for use in the sick-room. 
Prepared without seasoning, 
it provides the maximum concentration in the most easily 


- assimilated form. Many doctors recommend it in cases where 


the patient needs “ building-up” after illness. Perhaps 
there is a patient of yours who would 
benefit from a course of Invalid Bovril ? 


THE ESSENCE OF CONVALESCENCE 


SOLD BY ALL CHEMISTS 


Lembar 
all the year 
hot or cold . 


MADE BY RAYNER AND COMPANY LTD., LONDON, N.I8 


= 


u BRITISH MEDICAL JOURNAL 
| 
| 
| | 

| 
4 = 
| 

| 

| 
| 

| 
| 
| 

| 

| | 

| 

‘Lemon Juice + + = + 37.0% wiv 
Suerose - - - - + 189% w/v 
Liquid Glucose - - - 12.0% wiv 

a 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY OCTOBER 11 1952 


THE TREATMENT OF KWASHIORKOR WITH MILK AND 
VEGETABLE PROTEINS 


R. F. A. DEAN, Ph.D., M.R.C.S., L.R.C.P. 


(Medical Research Council Department of Experimental Medicine, Cambridge University ; 
now at Makerere College, Kampala) 


The belief that kwashiorkor, as it occurs among children 
in the region of Kampala, is largely a protein-deficiency 
disease rests on evidence of several kinds. The diets in 
the weaning and post-weaning periods, when the disease 
usually appears, are lacking in protein (Trowell and 
Muwazi, 1945 ; Dean and Schwartz, 1952): the serum- 
chemistry of the children when they are admitted to 
hospital is consistent with a period of low protein intake, 


serum proteins and enzyme activity being reduced to low. 


levels (Dean and Schwartz, 1952) ;. and the activity of 
duodenal enzymes is also greatly lowered (Thompson 
and Trowell, 1952). The present paper offers further 
evidence from which the aetiology of the disease can be 
deduced. Two forms of treatment will be described 
which have been used successfully in Mulago Hospital, 
Kampala, within the last twelve months. In one of the 
treatments the chief item is milk protein; in the other 
there is a mixture of plant proteins, and no animal 
protein of any kind is included. 

Protein, usually in large amounts and almost always 
of animal origin, has commonly been prescribed for 
the treatment of kwashiorkor, and cow’s milk has been 
the source most often employed—for example, by 
Altmann (1948) and Walt, Wills, and Nightingale (1950). 
Human serum, liver, and hog’s stomach have also been 
said to give good results; they have in common with 
milk the fact that they contain not only animal protein 
but also vitamin B,,. 

Animal protein is expensive. It is seldom obtainable 
in adequate amounts in those parts of the world where 
kwashiorkor is common, and the provision of a cheap 
and effective substitute for the prevention and cure of 
the disease would be of great importance. Experience in 
the feeding of mildly undernourished German children 
with cereal-soya mixtures (Dean, 1949, 1951) suggested 
that it might be possible to treat kwashiorkor with diets 
containing protein exclusively of plant origin. A few 
children suffering from diseases that may have been 
similar to kwashiorkor had already been given such diets, 
with ambiguous results. Petrides (1948), working in 


Athens, fed three children on vegetarian diets the details 
of which were not specified, and found that the serum 
proteins did not improve, and the oedema did not sub- 
side, within 16 days. The addition of milk to the diets 
cured the children in the next 14 days. On the other 
hand, the children studied by Tiling (1947) in Hamburg 


were said to benefit greatly from a commercial soya 
preparation. Unfortunately, the composition of the 
preparation was not divulged. 

In descriptions of the treatment of kwashiorkor no 
attention has in the past been paid to the problem of 
finding the most suitable form for the carbohydrate in 
the diet. This is a surprising omission, since a large 
proportion of the total calories of any diet must be 
supplied as carbohydrate. The superficial resemblance 
between coeliac disease, which used to be treated exten- 
sively with bananas, and kwashiorkor does not seem 
to have suggested to anyone the use of bananas in the 
treatment of the latter disease. 


The Children 


The children who were treated at Mulago conformed 
to the clinical description of advanced kwashiorkor 
which has already been given (Trowell, Davies, and 
Dean, 1952; Dean and Schwartz, 1952). They had no 
discoverable complication. 

For the first 18 to 24 hours after admission to hospital 
the children were given nothing but drinks of glucose- 
water. The special treatments were then started. Their 
original purpose was to provide large amounts of pro- 
tein with no more than the unavoidable minimum of 
starch and fat. 

The Milk-protein Diets 

Ingredients.—The basis of these diets was dried skimmed 
cow’s milk. A commercial concentrated milk-protein pre- 
paration was added to supply extra protein. Two kinds of 
skimmed milk were used; one was a roller-dried Kenya 
product, and the other a spray-dried powder of the finest 
quality, made in England. Both kinds contained 34% 
protein. The concentrated protein preparation contained 
80% protein. The dried milk, reconstituted with water, 
and with or without the extra protein but with no other 
addition except sucrose from sugar cane or glucose of B.P. 
quality, was used in the earlier trials. Later some local 
foods were incorporated. Those which, for various reaSons, 
were found most satisfactory were cooking bananas (Musa 
balbisiana; plantains), sweet bananas (Musa sapientum), 
and a finely ground maize flour. 

Preparation—The dried milk was mixed with water in a 
high-speed blender. Measured amounts of the reconstituted 
milk were put into glass bottles, which were then plugged 
with cotton-wool. The bottles were placed in a large sauce- 


pan filled with cold water, which was brought to the boil 
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and boiled for 20 minutes. The plantains were steamed in 
a double saucepan for one to one and a half hours. The 
swect bananas were given uncooked. The milk was com- 
bined with the other ingredients by further use of the high- 
speed mixer. For children recently admitted to hospital 
who were believed to have the greatest difficulty in 
digestion, the final consistency was that of a thin gruel, 
smooth and free from lumps; for children who were on 
the way to recovery the gruel was thicker, and small lumps 
of banana were allowed to remain. A few children were 
given a porridge made by cooking the maize flour with 
dried skimmed milk and sugar in the proportions of 4:2: 1. 
Enough water was used to ensure that the porridge was only 
moderately thick even when it cooled. The feeds of all 
kinds were warmed to about 37° C. before they were given 
to the children. 


Results of Treatment with the Milk Diets 


Dried’ skimmed milk was the cheapest available form of 
milk protein. It seemed an ideal treatment, provided that 
the children could be induced to take enough, because it 
had hardly any fat and contained a carbohydrate which, at 
least in its natural form, is usually regarded as innocuous. 

Fig. 1 shows the progress of a child who was offered 
170 g. of the Kenya skimmed milk, with 55 g. glucose. She 
was anorexic, and had to be given most of her feeds nasally 
for the first two days. She produced the loose stools that 
came to be recognized as characteristic of this diet; they 
were small in amount, looked mucoid, and contained flecks 
and small lumps of yellow material, here and there stained 
green. They smelt sour, and were acid in reaction. By 
the sixth day the general condition of the child was poor, 
and it was decided to stop the milk feeds entirely, although 
they were being taken fairly well, and to give nothing but 
glucose-water for one day. Since the day of admission 
2 kg. weight had been lost, and, although the loss must 
have been largely due to the removal of oedema fluid, it 
was thought to be excessive. On the seventh day feeding 
with skimmed milk and glucose was resumed, but with the 
milk reduced to 110 g. The child's condition gradually 
became more satisfactory, and on the 16th day the amount 
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DAY OF TREATMENT 


Fic. 1.—Case 1; a girl aged about 12 months, of the Muganda 
tribe (the tribe surrounding Kampala). History of swelling of 
body and diarrhoea for two weeks. On admission had brown 
= of normal texture, oedema of feet, legs, hands, arms, and 

ce. Fissures round the mouth. Treated with dried skimmed 
milk. The child made a good recovery, although the stools were 
nearly always loose. The days on which the stools were formed 

are indicated by the letter F. 
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Fic. 2.—Case 2; a girl aged about 12 months, of the Muganda 
tribe. History of three months’ illness, with occasional diarrhoea 
and vomiting, and severe diarrhoea for two weeks. On admission 
had oedema of feet, legs, hands, arms, and face. Skin peeling in 
inguinal region, axillae, and popliteal fossae. Hair brown. scanty, 
and soft. ery miserable. Treated with the concentrated milk- 
protein preparation. The Soy after the preparation was first given 
the stools were formed (indicated by letter F). For three days 
the child took 105 g. protein daily. The increase in protein from 
the 24th day onwards was due to the addition of maize-milk 
porridge (not indicated in the diagram). 


of milk was restored to 170 g., with 70 g. glucose. The 
weight gains were good, but the stools remained loose. It 
was thought possible that there might have been some defect 
in the Kenya skimmed milk, and on the 23rd day the spray- 
dried English milk was tried: it brought no improvement. 
At last, on the 27th day, the stools became formed and 
stayed so until the child was discharged. 

Fig. 2 relates to another child who was offered at first 
170 g. dried skimmed milk with 55 g. glucose. She not 
only had loose stools but failed to lose her oedema, and on 
the sixth day the diet was changed to 100 g. of the concen- 
trated milk-protein preparation with 75 g. skimmed-milk 
powder. The next day the stools were formed, and they 
remained formed as long as this treatment was continued. 
On the 12th day the skimmed-milk/glucose diet was offered 
again ; the stools deteriorated at once, but as the child’s 
condition was good the diet was continued. After a few 
days the stools improved, the weight gains became satis- 
factory, and, although from the 24th day two helpings of 
maize porridge were added daily, there was no further upset 
and recovery was not interrupted. 

The mixture of skimmed milk and concentrated milk 
protein was the most consistently successful of the various 
diets which had been tried at Mulago Hospital. It has 
been used in about 70 cases, often in the most difficult 
circumstances, and often when the treatment with the 
skimmed milk alone has proved unsatisfactory. It may 
be possible at a later date to present a statistical analysis © 
of the results and a comparison with the other treatments. 
At the moment it can only be said that the introduction 
of the concentrated milk-protein diets has probably halved 
the death rate from severe kwashiorkor at Mulago (Trowell, * 
1952, personal communication). For reasons discussed else- 
where (Trowell, Davies, and Dean, p. 798) the rate is still of 
the order of 10%. In the present state of knowledge of the 
disease it is not possible to make an accurate comparison 
of the Mulago results with those. obtained elsewhere. 

The diets were usually accepted readily by the children, 
but if they were refused, as sometimes happened in the first 
few days, they could be. given by stomach tube. It was 
unusual to have to continue tube-feeding for more than 
two days. The return of appetite was one of the most clear 
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signs of the beginning of recovery. The loss of oedema was 
also prompt; and the skin lesions, however extensive they 
might be, had always begun to heal by the end of a week. 
About the same time the demeanour of the child began to 
change ; it lost its apathy arid started to take an interest in 
its surroundings. 

The alterations in serum chemistry have been described 
elsewhere (Dean, 1952a ; Dean and Schwartz, 1952). In brief, 
they consisted in a rise in the total protein, brought about 
chiefly by an increase in albumin, rises in blood urea and 
cholesterol, in  cholesterolesterase, non-specific esterase, 
amylase, and cholinesterase. The level reached by the 
urea was much higher than the normal for healthy 
European children, but there were no other signs or 
symptoms of uraemia. The levels of activity of the 
duodenal enzymes—lipase, amylase, and trypsin—also rose 
as treatment continued. 


Carbohydrate Intolerance 


At an early stage it became apparent that the stools pro- 
vided one of the most important signs of recovery. This 
was in agreement with observations ot previously at the 
hospital before the concentrated protein diets were intro- 
duced, and was presumed to indicate the better digestion that 
became possible as the enzyme systems were rebuilt. In 
some cases, however, recovery could occur without the stools 
being formed, and Fig. 1 illustrates this anomaly. Another 
interesting point gradually became clear. It was realized 
that, although the principle of high-protein therapy was 
sound, the improvement in the stools that was almost invari- 
ably brought about by this treatment might be due to 
another factor—namely, the incidental reduction in the 
amount of carbohydrate in the diet. The carbohydrate 
was made up of the lactose in the dried milk, and the 
sucrose and glucose added to increase the caloric value of 
the feeds. It was obviously necessary to try the effect of 
varying the amount of carbohydrate independently of the 
amounts of protein. The child whose record is shown 
in Fig. 3 received for the first eight days 170 g. 
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Fic. 3—Case 3; a girl aged about 3 years, of the Mukiga tribe 
(inhabiting the "south-west corner of Uganda, near the Con 
border). History of two weeks’ illness, with vomiting and gradu- 
ally increasing swelling of feet and legs. admission had 
oedema of feet, legs, and face; skin very little affected; hair 
brown, straight, and soft. Appetite good. Treated with (a) large 
amounts of dried skimmed milk and sugar, and (b) smaller 
amounts of the skimmed milk with the concentrated milk-protein 
preparation. Throughout treatment the child ate all she was 
offered. The intake of protein was consistently around 50 g. daily. 
Formed stools (indicated by the letter F) followed reduction in 
amount of sugar in diet. 
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Fic. 4.—Case 4; a girl aged about 18 months, of the Muganda 
tribe. Histo of one month’s illness with diarrhoea and vomit- 
ing, and swelling of the legs for three days. On admission had 
oedema of feet and legs, skin fissures behind the ears and at 


corners of mouth, and black hair of normal texture. Very ° 


—- Beng with fairly small amounts of milk protein (less 
than 2 | for 15 days). The delay in the formation of 
stools Vinticas by letter F) was probably due to excessive 
amount of sugar given. From b 16th day, ooeeat on two da 

when milk drinks were given wry an attack of malaria, t 

child ate large amounts of cooked banana. The weight of the 
solids of the banana (taken ae 20% 20%), and not the total weight, is 


skimmed milk, 70 g. glucose, and 60 g. sucrose; this 
supplied 58 g. protein and 215 g. carbohydrate. The 
stools were loose, and on the 10th day the diet was 
changed to 25 g. of the concentrated milk-protein 
preparation and 75 g. skimmed milk, which gave 45 g. 
protein and only 40 g. carbohydrate. The day after the 
alteration the child did not open her bowels at all, and 
after that the stools were formed. An increase in the 
amount of skimmed milk to 100 g. on the 15th day restored 
the total protein to 55 g. without altering the stools. On 
the 19th day 170 g. skimmed milk and 60 g. glucose were 
given, and immediately the stools became loose; they 
improved again when the high-protein diet was restarted, 
and finally remained satisfactory when, for the last time, 
a skimmed-milk/sucrose mixture was tried. — 


The response of this child, and scrutiny of the records 
of many other children, led to the conclusion that sugar 
was not well tolerated by the children suffering from 
kwashiorkor. There had been one or two children whose 
stools had not improved when they were given the concen- 
trated milk-protein diet, and an explanation was now evi- 
dent in the fact that the amount of sugar in the diet had 
been kept too high (see Fig. 4). The upper limit of toler- 
ance naturally varied from child to child, but seemed usually 
to be in the region of 100 to 125 g. a day. Children recover- 
ing from pneumonia and other illnesses who did not have 
kwashiorkor were not upset by these amounts of sugar. 
The kind of sugar made no difference, sucrose and glucose 
producing the same bad results as the lactose of the skimmed 
milk. 4 

The intolerance of sugar presented an awkward problem. 
It implied not only that there must be a limit to the amount 
of skimmed milk that could be given, but that some new 
way had to be found to augment the calorie intake. Fig. 3 
shows a rise in weight, on the 19th to 22nd days of treat- 
ment, which was probably due to the increase in calories 
from 500 to about 925. The stools, however, then became 
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loose, although the calorie intake was still far below the 
level of 140-150 per kg. body weight, which would be near 
to the optimum for a child so severely underweight (Dean, 
1952b). 

It had been noticed that occasionally a child would pass 
a formed stool when it first came into hospital, but that 
afterwards the stools became loose. Figs. 2 and 3 show 
The formed stool nearly 
always contained recognizable lumps of the cooked banana, 
which was one of the principal items of the home diet, and 
this suggested the use of the banana as a vehicle for the 
protein and as a source of carbohydrate. Mixtures of 
cooked banana, dried milk, and sugar were made; they 
were taken readily by the children, who thrived on them. 
For example, Fig. 4 shows the excellent result obtained by 
feeding a child on 750 g. of the cooked banana, at first with 
25 g. of the concentrated milk protein, and later with 75 
and 125 g. skimmed milk. It was afterwards found 
that mashed sweet banana could be used in exactly the 
same way, and with as good effect, as the cooked banana. 
When either was included in the diet the stools became 
formed. They contained large amounts of undigested 
material, but the improvement in the children’s general 
condition showed that, however much of the nutritive value 
of the food was being lost, an important part was being 
retained. 

One hundred grammes of the cooked or the sweet bananas 
gave approximately 80 calories. All except the most sickly 
children could take at least 400 g: each day, and it therefore 
became possible to make large reductions in the amount of 
sugar without altering the total calorie value of the diets. 


The Plant-protein Diets 


If kwashiorkor can be cured by protein the curative agents 
must be either amino-acids or substances, such as vitamin 
Bu, which are found in association with some proteins. In 
theory, a mixture of amino-acids from plant sources, per- 
haps with a supplement of those vitamins normally found 
in milk, should be effective. 

The work at Mulago has included an exploration, by 
experiments with rats and mice, of the possibilities of com- 
bining locally obtainable plant foodstuffs so that their 
proteins should supplement one another. The successful 
use of cooked banana suggested a starting-point and a basis, 
but it was soon found that the banana was not only a very 
poor source of total protein—100 g. contained less than 
1.5 g. protein—but was almost certainly deficient in the 
essential amino-acid methionine (Dean, 1952a). It was there- 
fore necessary to find some means of greatly increasing the 
protein in the banana diet and of repairing the deficiency 
of methionine. It is intended to describe the animal experi- 
ments in full at a later date. They have already shown, 
however, that banana, with soya and maize, and even banana 
with soya alorte, will support:good growth. The value of 
both diets was greatly enhanced by the addition of a 
mixture of vitamins—a finding which needs further 
investigation. 

The Soya Preparations Used.—Two soya preparations 
have been used in the feeding of the children and in the 
animal experiments. One was a spray-dried soya “ milk” 
made in England in the way described by Chang and 
Murray (1950), and containing 48% protein and 7% fat 
on a dry-weight basis. The other was made in the labora- 
tory from beans grown in the vicinity of Kampala. The 
beans were soaked overnight in water, the husks were 
removed by rubbing, and the beans were ground. They 
were then packed into glass jars of the kind used for preserv- 
ing fruit, leaving 4 to 5 cm. free at the top. The jars were 
filled with water, their patent tops were loosely fitted, and 
they were then placed in a large vessel containing water and 
cooked at 100° C. for three to four hours. After this pro- 
cess the jars of beans were autoclaved, either in a domestic 
pressure-cooker or in a hospital autoclave, for 20 minutes 
at 120° C. Steps were taken to ensure that the maximum 
temperature was reached quickly and that the temperature 


was reduced rapidly at the end of the procedure. Some- 
times the autoclave, with its valves open, was.used for the 
steam-cooking also. The prolonged but carefully regulated 
heat treatment was necessary to render the beans easily 
digestible and to destroy the trypsin inhibitor without at 
the same time damaging the soya protein. The cooked 
beans contained 17% protein and 8.5% fat. 


Results of Treatment with the Plant-protein Diets 


The child whose chart appears as Fig. 5 was at first 
offered each day 500 g. cooked banana, 150 g. maize flour, 
50 g. sucrose, and 25 g. of the dried soya milk. During 
cooking the maize flour took up about 400 g. water. The 
mixture was put through the high-speed blender, and in this 
process it was necessary to add more water, so that the final 
weight of the day’s feed was about 1,250 g. The feed pro- 
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Fic. 5.—Case 5; a girl aged about 2 years, of the Muganda tribe. 
History of diarrhoea for one month. On admission had oedema 


of hands and feet, skin a in inguinal region, and brown, 
scanty, soft hair. Miserab le ppetite fair. Treated with a diet 
entirely of plant origin. For the first 12 days dried soya milk 

was used, and afterwards the soya beans. ie weight of the 
solids of the banana, and not the total weight, is shown. After 
an early period of anorexia the appetite gradually improved and 
the child made a steady recovery. The stools were never loose. 


vided approximately 31 g. protein (6.5 from the banana, 12 
from the maize, and 12.5 from the soya) and 3 g. fat (nearly 


- all from the soya). One gramme of a vitamin mixture was 


added. This was said by the makers to contain 2,000 U.S.P. 
units vitamin A, 400 U.S.P. units vitamin D, 0.6 mg. vitamin 
B: mononitrate, 0.9 mg. vitamin Bs, 6 mg. niacin, 1 mg. 
calcium pantothenate, 0.3 mg. pyridoxine hydrochloride, 
0.6 mg. folic acid, 20 mg. vitamin C, and streptomycin 
fermentation extractives with an activity equivalent to that 
of 6 g. vitamin Biz. The diet was given for 12 days, during 
which time the child passed through a phase of anorexia, 
but lost a considerable amount of oedema and showed obvi- 
ous clinical improvement. The stools were always well 
formed. On the 13th day the diet was changed to 500 g. 
of the cooked banana, 100 g. maize flour, 50 g. sucrose, and 
300 g. of the cooked sova bean, and again 1 g. of the vita- 
min: preparation was added. This diet provided 65.5 g. 
protein (6.5 from the banana, 8 from the maize, and 51 
from the soya). The child continued to improve and 
gained weight steadily. The stools were not quite so well 
formed as when the soya milk diet was given, and were 
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bulky and pale, but they were never loose. The serum 
chemistry showed alterations similar to those obtained with 
the milk-protein diets. 

At the time of writing about 20 children with kwashiorkor 
of various degrees of severity have been given soya. The 
cooked beans, which have the advantage of ease in prepara- 
tion, have been used in most cases. There have been no 
untoward reactions, and the progress of the children has 
been much the same as could be expected on the best of 
the milk-protein diets. The concentrated milk-protein diet 
is still, however, regarded as the treatment of choice for 
those children who are most desperately ill. 


Soya is not a very rich source of methionine, and it was 
at first thought necessary to introduce maize partly as a 
source of that amino-acid ; it has deen omitted, however, 
from the diets of several of the children without any obvi- 
ous detriment. When it is omitted the total volume of the 
feeds is greatly reduced, an important advantage in the 
treatment of a very ill child. 

It has been found particularly advantageous to make 
mixtures of sweet banana and soya. The children like 
them well, and the mixture of sugars formed during the 
ripening process in the banana seems to be remarkably 
bland. 

A recent improvement in the soya diet has been to redress 
the unfavourable calcium: phosphorus ratio of soya by add- 
ing each day 8 g. calcium lactate, which gives 1 g. calcium. 
It seems desirable to add also sodium chloride, but this 
may be somewhat hazardous in the absence of any definite 
information about sodium retention. There are obviously 
many questions concerning mineral metabolism, and many 
others concerning the need for added vitamins, that await 
answer. The necessary investigations will occupy many 
months, but_it can already be said that the results of using 
the banana-soya diets offer reasonable hope that advanced 
kwashiorkor can be successfully treated with diets entirely 
of plant materials. 


The unfortunate results which attended the use of full- 
cream dried milk (containing 30% fat) in some early trials 
at Mulago raised fears that the children might be adversely 
affected by the fat in the soya diets. These fears have not 
been realized, and at the moment it seems likely that the 
fineness of division of the soya, rather than its fat content, 
may determine its successful use. Making a fine emulsion 
of the soya appears to enhance its digestibility. 

It may be valuable to investigate the effects of adding 
small amounts of milk to the soya diets. It was found in 
Germany (Dean, 1952b), and has been noticed else- 
where, that the good effects of such additions seem at times 
to be out of proportion to the quantities of known food 
elements contained in the milk. 


Discussion 


It seems to be rational to use large amounts of protein in 
the treatment of kwashiorkor, but we are far from a com- 
plete understanding of why they are effective. There can 
be little doubt that the protein is urgently needed, and it 
is fortunate that the truly vital mechanisms for its break- 
down and utilization survive to some degree intact. Balance 
studies in progress at Mulago (to be published later) have 
already indicated that in’ the early stages of treatment with 
milk or plant proteins there is almost certainly a great 
wastage of the proteins, but enough seems to be retained 
to start off the process of cure. The exact nature of the 
curative agent is unknown. So far, the work at Mulago 
suggests that this is not merely methionine—a confirmation 
of one of Waterlow’s (1948) findings—or vitamin Bi, but 
investigations have been hampered by the difficulty of estab- 
lishing basic diets adequate to supply all the other needs 
of the severely ill child and yet deficient in the amino-acid 
or the vitamin. The use of soya may be especially advan- 
tageous if some way can be found of utilizing the well- 
known fact that the extent of the biological availability of 
its methionine depends on the method of cooking employed. 


Soya contains large quantities of lecithin, which on hydro- 
lysis yields choline, one of the substances known to affect 
the mobilization of fat from the liver. Early reports of the 
use of choline in the treatment of kwashiorkor were not 
encouraging, but Meneghello, Niemeyer, and Espinosa 
(1950) decided that it accelerated improvement of the liver 
condition. If soya continues to be found of value it will 
be nécessary to consider the possibility of its acting as an 
important source of choline. 

It may well be that the cure of kwashiorkor is impossible 
unless a certain minimum of total dietary protein is 
exceeded; it has been noticed, however, that clinical 
improvement can sometimes be achieved by giving diets 
which contain smaller amounts of protein than have usually 
been employed and which do not bring about the charac- 
teristic alterations in serum chemistry. Thus one child who 
was fed on a diet of cooked banana, maize, and sugar, cop- 
taining only 15 g. protein, showed by the 15th day no 
alteration in the level of total serum proteins, which re- 
mained below 3 g./100 ml. Nevertheless, by this time the 
skin had healed well and the oedema had been lost. The 
various lesions of kwashiorkor may not all respond equally 
to any one ingredient of a curative diet. To take an 
example suggested by the results of some of the animal 
experiments but remaining hypothetical so far as the chil- 
dren are concerned, methionine may affect the deposition 
of fat in the liver or its removal from that organ, and yet 
be unable to promote growth. The analysis of partial 
success in the treatment of the children should not be 
neglected, for by this it may be possible to distinguish 
between the various effects, and so to come to a better 
understanding of the processes that lead to recovery. 

Only long-term experiment will decide whether or not the 
kind of success so far achieved in treatment represents a 
complete and permanent cure. Whatever diet has been 
used at Mulago, and however long it has been continued— 
one child was treated for nearly six months—the chiidren 
have never displayed the great acceleration of growth which 
was seen in German children of comparable ages (Dean, 
1952b). It is to be hoped that the fault lies in imperfec- 
tions of treatment, which more experience will remedy. So 
far, no child who has received a complete course of treat- 
ment has had to be readmitted for another course ; but the 
numbers are so small, and the public appreciation of the 
advantages of hospital treatment so uncertain, that the 
impression of sustained success may be illusory. 

Brock and Autret (1952) bring evidence to suggest that 
the freedom from kwashiorkor which is enjoyed by many 
largely vegetarian communities may depend on nothing 
more profound than the suitable mixing of plant materiais 
in the diet. If this is correct, it indicates a relatively easy 
method of prophylaxis and adds strength to the hope that 
the cure of kwashiorkor will not be allowed to remain the 
prerogative of animal protein. 


Summary 

An account is given of the successful treatment of 
kwashiorkor with diets containing large amounts of 
protein. 

Concentrated milk protein gave the best results, but 
mixtures of plant proteins were also effective. The pre- 
paration of the diets, for which no special apparatus is 
needed, is described. 

Cooking bananas (plantains) and sweet bananas were 
found to be excellent vehicles for the proteins, as well 
as providing a form of carbohydrate which is well 
tolerated. 
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KWASHIORKOR 


I. NUTRITIONAL BACKGROUND, HISTORY, 
DISTRIBUTION, AND INCIDENCE 


BY 


H. C. TROWELL, M.D., F.R.C.P. 
Specialist Physician, Uganda Medical Department 


AND 


J. N. P. DAVIES, M.D. 


Head of Department of Pathology, Makerere College 
Medical School 


We appear to be entering a period in which, among 
highly cultured races, it is being taken more and more 
for granted that breast-feeding is largely unnecessary 
and that weaning involves few dangers and difficulties. 
However true this may be of the United States, Britain, 
and some European countries, it is far from true of the 
Tropics (Davies, 1952). There, for reasons which have 
been given by Banks (1951), the birth rate is almost 
everywhere high. Reproduction starts as early as pos- 
sible, and births continue in rapid succession. Survival 
into adult life has, however, often to be considered 
exceptional, and, for this, faulty nutrition must be one 
of the main causes. 


Nutritional Background 

The child is always breast-fed in the first few months, 
and during this period, at least in the early pregnancies, 
the milk satisfies its needs. Between the sixth and the 
eighteenth month a crisis is often reached : a decision 
has to be made about weaning. It may be that another 
pregnancy has begun and custom demands that breast- 
feeding should stop, or the mother may have at last 
decided that het milk cannot be considered adequate. 


The weaning involves not an orderly progress through. 
a series of carefully adjusted foods with cow’s milk 
always available as a basis or a reinforcement, but, all 
too often, a sudden change to the full adult diet, with 
no gradual introduction to solid foods. The adult's 
diet is itself usually faulty. It contains little protein and 
fat, and much carbohydrate and roughage. It seldom 
includes cow’s milk, which is scarce and expensive. The 
commonest supplemental foods offered to the child are 
cereal gruels and chewed bananas, which do not rival 
cow’s milk. Other foods, especially those rich in pro- 
tein, are difficult to obtain. The preservation and 
storage of animal protein is almost always beyond the 
resources of a simple community, so that shortages are 
inevitable unless the suppiy is unusually constant. The 
available sources of protein are not so chosen that they 
supplement each other, and some degree of protein 
deficiency in the diet is almost invariable. 

The weanling child may face other hazards. He may 
be separated from his mother and sent away to be 
brought up by other relatives. The best he can then 
hope to receive is the adult diet of his new family, 
eked out in a few instances by occasional breast-feeds 
from any woman who may at the time be lactating. 
Even if local custom permits his mother to continue 
breast-feeding when her new pregnancy is recognized, 
her milk may fail because poverty or taboo has so 
reduced her diet that she cannot meet all the simul- 
taneous demands. 

When to these difficulties are added the usual imper- 
fections of cooking in tropical countries, and the fre- 
quent shortages of water, malnutrition becomes easy to 
understand. It strikes the child at a time when he is 
being exposed to increasing dangers of infestation and 
infection, and when his protein requirements are higher 
than they will be in any subsequent period. 

The special nature of much of the malnutrition of 
children in the Tropics has been realized only in recent 
years. Malnutrition due to shortage of protein is a 
conception more recent than the discovery of the 
importance of vitamins, Its universality hindered 
recognition : the parents could regard its signs as those 
of a normal phase of development through which the 
child must pass. It escaped the European-trained doctor 
because it did not fit any known pattern of disease, and 
when at last it began to emerge as a clinical entity it 
was bedevilled by confusion with the more easily com- 
prehended conditions of congenital syphilis, pellagra, 
and nutritional oedema. As the aetiology became 
clearer and the clinical and pathological features were 
defined, the importance and severity of kwashiorkor 
became only too apparent. It is one of the most 
widespread of all the disorders caused by faulty 


nutrition. 
History 

The disease was recognized by many African tribes, who 
gave it a variety of names, most of which indicated certain 
features, such as the oedema, or the changes in‘the colour 
of the hair and skin, or the displacement of the child from 
the breast by the new pregnancy. The term “ kwashiorkor ” 
was first introduced by Williams (1933). Its exact interpre- 
tation has been the subject of dispute. It was said to mean 
“red boy” in the Ga language of the Gold Coast, but 
recently MacPherson (1951) has suggested that it implies 
the “syndrome of the changeling "—a suggestion which will 
be of interest to students of European folklore. Although 
the disease was-possibly mentioned by Hippocrates (Adams, 
1939), modern knowledge dates from the studies of Normet 
(1926, 1927, 1937a, 1937b) in French Indio-China, Procter 
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(1927) in East Africa, Williams (1932, 1933, 1935, 1938, 1940) 
in West Atrica, and Payne and Payne (1927) in Haiti. The 
studies of Gillan (1934-5), Lieurade (1932), and Latham 
(1934-5) added various details to the picture. Normet was 
the first to attempt to disentangle the separate threads of 
malnutrition and parasitism. He thought the disease affected 
both infants and-adults, and he and his co-workers first 
described certain teatures of the pathology (Bablet and 
Normet, 1937).. 

Williams (1932, 1933) insisted, quite correctly, that the 
condition as she saw it in children was a new clinical entity. 
It lacked any precise pathology, and in the circumstances 
it is not surprising that many workers paid undue atten- 
tion to the dermatological changes. This was unfortunate, 
because it led to the selection as typical of only those 
advanced cases which had the distinctive changes in the 
skin—a condition called “ crazy pavement dermatosis.” This 
was regarded by Stannus (1934, 1935, 1936) as pellagrous, 
and he insisted that the whole condition was merely pellag- 
rous, a concept which Williams strongly opposed. One of 
us (Trowell, 1937) postulated that the disease might be a 
mixture of pellagra and protein deficiency, and suggested 
that it be called “infantile pellagra.” Although this term 


is still used by some investigators it has slowly become clear . 


that the disease should really be separated sharply from 
pellagra (Trowell and Muwazi, 1945). 

It now seems advisable to use the term “ kwashiorkor ” 
for the acute phase of the disease, seen largely, although 
perhaps not exclusively, in childhood. The progressive 
damage which is apt to occur later in life in the organs 
affected in childhood is perhaps reasonably termed “ malig- 
nant malnutrition.” 


Geographical Distribution 


In recent years much more information has become avail- 
able about the geographical distribution of kwashiorkor. 
Meiklejohn and Passmore (1951) showed that the disease 
was widespread throughout the tropical and subtropical parts 
of Africa, Asia, and America, and to their list of countries 
can now be added’ British Guiana, Fiji, the Philippines, 
South China, and Indonesia. Reports from all these areas 
show many similarities with the disease as it is seen in 
Uganda. 

The international importance of kwashiorkor has recently 
been recognized by the World Health Organization, on 
whose behalf Brock and Autret (1952) made an investiga- 
tion of its occurrence in Africa. Their report gave an 
excellent presentation of the problems to be faced, and 
will no doubt be followed by similar surveys of other 
continents. 

In Europe the disease is likely to occur in times of peace 
only if the diet of the weanling has been peculiarly 
restricted, as in the case reported by Ribadeau-Dumas, 
Mathieu, and Lévy (1927) in France. It may arise among 
the poorer children of large European towns, as the reports 
by Frontali (1946) from Italy, Ballabriga (1951) from Spain, 
and Choremis (1951) from Greece may suggest. It might 
become more common in time of war, as indicated by 
Véghelyi (1948) in Hungary, and Petrides (1948) in Greece. 


Age Distribution of Severe Kwashiorkor 
Most severe cases of kwashiorkor occur in the period 
shortly after weaning. The age distribution of 1,000 cases 
recorded in the literature was as follows : 


Age % of Total Age % of Total 
0-3 months sp as 0 25-36 months .. on 24 
4-6 1 37-48 SC, 8 
15 49-60 ,, 4 


Of the cases, 3% were in the 5—15-year age group ; 84% 
occurred between 6 months and the end of the third year. 
This is different from the usual age incidence of gastro- 
enteritis or marasmus. It is exceptional for frank kwashi- 
orkor with oedema to be seen under 6 months of age, and 


such early onset suggests a failure of breast milk and the 
forcible feeding of starchy foods (Stott, 1948). The reasons 
for the occasional development of the disease in the fourth 
or fifth year are not clear, but there is probably in most cases 
either 2 serious deterioration in the diet or the development 
of a prolonged and debilitating infective condition, such as 
tuberculosis. 


Onset of Kwashiorkor 


Because our experience has lain in East Africa, the 
present description of kwashiorkor is largely confined to the 
disease as it occurs there. African birth weights (Salber 
and Bradshaw, 1951) are often lower than those of Euro- 
peans, and there are good grounds for believing this to be 
due to the poor economic and nutritional status of the 
mother rather than to any racial variation (Woodruff, 1951). 
Most African infants grow well during the first five to six 
months of life, when the supply of breast milk is adequate 
for their needs. The children are alert and lively. Their 
skin is dark and their hair jet black, crisp, and curly. During 
this period, although the children are frequently bitten by 
infected mosquitoes, the malaria parasite rate is low and, 
should a clinical attack develop, recovery is usually rapid. 
Somewhere between the sixth and the twelfth month growth 
in the majority of children ceases to be satisfactory, and 
lags below European standards. The skin becomes pale, the 
hair becomes brownish and soft, the fine hair of the scalp 
borders being first altered, and attacks of respiratory infec- 
tions are frequent. At the same time the malaria parasite 
rate rises steeply, attacks of malaria become more frequent 
and more severe, and recovery is slow (Welbourn, 1951). 

In the second year of life the weight drifts still further 


below the European levels. The breast may still be given, - 


but more and more reliance is placed on other foods which 
contain very little protein—for example, the cooked plantain 
(Musa balbisiana), the sweet potato (Jpomoea batatas), and 
cassava (Manihot utilissima). Cereals, which are richer in 
protein, are sometimes used in the form of gruels or soups, 
but often condiments of an irritant nature are added. As 
the child begins the more obviously to fail, the solicitude of 
the mother may lead her to try to cram in more and more 
food. As Housden (1950) says, “malnutrition and over- 
feeding go hand in hand.” The overfeeding with carbo- 
hydrate may itself lead to diarrhoea. 

Many African children during the second year of life are 
very little heavier or taller than they were at the age of 7-9 
months. Their black hair has become brown. They have 
frequent attacks of diarrhoea, and many of them are 
mentally retarded, or at least apathetic. They are suffering 
from malnutrition, which is due, not to a deficiency of 
calories or vitamins, but to an insufficiency of protein. They 
are the mild cases of kwashiorkor. 


‘ 


Role of Infection in Kwashiorkor 


In Uganda, hookworm disease and malaria are so common 
that almost every child suffers from them to some extent. 
Either disease, or a severe infection of any kind, might be 
expected to precipitate the onset of kwashiorkor in a child 
living on a diet barely sufficient to maintain him when he 
is in relatively good health. Similarly, if he is already 
suffering from mild kwashiorkor he may be lowered into the 
acute stage of that condition. His usual diet provides no 
opportunity for the laying down of large reserves, and no 
help in supplying the special demands of acute illness or of 
convalescence. It is, however, very difficult to assess accur- 
ately the importance of the concomitant disease. It is 
generally assumed that children with kwashiorkor contract 
infections easily and resist them poorly. That may be so, but 
the evidence so far is little more than a series of poorly 
supported clinical impressions. It will remain poorly sup- 
ported until an attempt has been made to compare the 
clinical course of children, with and without kwashiorkor, 
in a country such as Uganda with that of children in other 
countries where kwashiorkor is usually free from compli- 
cations. 
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Summary 


Kwashiorkor appears to be one of the major nutri- 
tional diseases. It has been recognized by many African 
tribes, who have their own names for it. 

In many parts of the Tropics and sub-Tropics the 
disease is extremely common. It attacks children at a 
time when their protein requirements are high. 

The disease has been described not only in Africa but 
also in tropical America and in Asia, and may occur in 
some of the poorer towns of southern Europe. 

Although African children grow well while fully 
breast-fed, many of them fail to put on weight satis- 
factorily, develop brown hair, and have attacks of diar- 
rhoea in the weaning and post-weaning periods. These 
children are believed to suffer from mild kwashiorkor. 


Tropical infections complicate but do not cause 
kwashiorkor. 


Thanks are due to the Director of Medical Services, Uganda, 
for permission to publish this article. 
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The report of this year’s annual conference of the National 
Association for Maternity and Child Welfare is now avail- 


able. The theme of the conference was “ The Wastage of 


Child Life before and after Birth.” The report contains 
abstracts of papers read at the conference and an account 
of the discussions. The principal papers were: “The 
Problem and the Facts” (C. Fraser Brockington) ; “ Infer- 
tility and Abortion” (Margaret Hadley Jackson); “ Neo- 
natal Deaths” (Dugald Baird); “Infant Deaths ” (Thomas 
McKeown) ; and “ Prematurity ” (J. Marshall Scott). Copies 
of the report cost 5s., and may be obtained from the National 
Association for Maternity and Child Welfare, Tavistock 
House North, Tavistock Square, London, W.C.1.~ 
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Clinical Picture 
Digestion and Appetite 
The transition from the mild to the severe form of 
kwashiorkor is signalized in many instances by the 
appearance of loose stools. The diarrhoea may be per- 
sistent or intermittent ; rarely, it lasts for only a week 
or two and then subsides. Vomiting is not usually an 
important feature of the earlier stages. 

The stools, by their character and consistency, usually 
show the kind of food eaten; thus, when the staple 
food of the child has been the cooked banana (plantain), 
they are bulky and semi-solid, and contain large particles 
of recognizable food. They may completely lack any 
faecal odour. Fats, and even moderate amounts of 
pure sugars, are poorly tolerated. Full-cream milk will 
therefore often produce a brisk diarrhoea, and even 
skimmed milk cannot be given in unlimited quantities 


(Dean, 1952). 

Appetite varies from child to child. It may be fairly 
good, but tends to be fastidious, and in the later stages 
of all severe cases is lost entirely. 


Weight, Age, and Bone Age 

Children suffering from advanced kwashiorkor are always 
much underweight, in spite of the presence of the oedema. 
The weights of 59 children admitted to Mulago Hospital, 
Kampala, with the 
diagnosis of 
kwashiorkor, and 
in whom no other 
disease was subse- 
quently discovered, 
are shown in Fig. 
1. The standards 
for U.S. boys and 
girls given by Nel- 
son (1950) and for 
Uganda | children 
by Welbourn 
(1951) have been 
added. The chil- 
dren with kwashi- 
orkor were all be- 
low the Uganda 
standard, although 
the weights shown 
included the oedema. The average weight of the oedema 
fluid, calculated from the weight loss during the first 7 to 
10 days of successful high-protein treatment, was about 
1 Ib. 12 oz. (840 g.). Fig. 1 also shows that most of the 
older children were girls; their average age on admission 
was nearly 24 months, whereas that of the boys was only 
20 months. This difference may indicate the greater resist- 


20 «24 
AGE IN MONTHS 


Fic, 1.—Weights of children admitted to 

Mulago Hospital with the diagnosis of 

kwashiorkor. The children were all 

below the Uganda standard, eA 

they were oedematous. Most of 
older children were girls. 
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ance of the girls to the onset of the disease ; the children 
of both sexes were presumably weaned at the same time, 
but the development of a state severe enough to cause the 
parent to bring the child to hospital may have been a 
slightly longer process in the girls. 

The bone ages of 42 of the children (21 of each sex) were 
calculated from the data of Greulich and Pyle (1950). The 
average stated age for the girls was 24 months and that for 
the boys 21 months. The average bone age for the girls was 
19 months and that for the boys 18 months. The older 
children of both sexes were, on the whole, farther in advance 


of their bone ages than the younger children. Although it _ 


may be argued that American standards should not be 
applied to African children, the figures suggest that there 
may have been some retardation of bony development. 


a Oedema 

Oedema is a constant feature of all advanced cases. It 
usually starts in the feet, but the face is soon involved. 
Eventually it may become very severe, and the scalp, the 
hands, and the genitalia (especially the penis) may swell. 
Ascites is, however, very rare, and effusions into joints have 
never been detected. The oedema tends to accumulate in 
the dependent parts, and it is common to see that side of 
the face on which the child has lain more swollen than the 
other. There are no signs of congestive failure or of peri-" 
pheral neuritis. The urine often contains a little albumin, 
but red blood cells, leucocytes, and casts are uncommon. 
The blood pressure is never raised ; as with the pulse and 
the temperature, any deviation from the normal for the age 
is in the direction of decrease rather than increase. The 
very slow pulse often accompanying hunger oedema in 
adults is not found in kwashiorkor. 


Subcutaneous Fat 

During life, and at necropsy, it is often possible to demon- 
_ strate, even in advanced cases of kwashiorkor, a fair amount 
of subcutaneous fat. The muscles tend to be weak and thin, 
but their condition is partly concealed by the fat and by 
the oedema. In children who survive many weeks, especi- 
ally in those who have much diarrhoea, all subcutaneous 
fat may be lost. 


The Skin and Mucosa 

The dermatosis which is present in nearly all severe cases 
of kwashiorkor is most distinctive. It is doubtful if any- 
thing exactly the same occurs in any other disease. Because 
of the appearance at one stage, it has been called “ the 
crazy-pavement dermatosis”: but this term describes only 
a transient state. The dermatosis almost always appears 
first in the inguinal region: later the whole of the napkin 
area and the axillae are invaded, and then other sites of 
pressure and irritation, such as the thighs, chest, and 
shoulders. The lesions are less frequent on the face, neck, 
arms, and lower part of the legs, and the’ feet. 

The dermatosis has a definite evolution. It begins with 
dusky patches that look as though the skin has been stained 
with a purple dye. The patches rapidly darken, and their 
edges seem to deepen, giving the appearance of irregular 


paving. The skin loosens as though fluid were collecting 


underneath, then breaks and is lost, revealing weeping paler 
areas. These enlarge and coalesce, so that in the inguinal 
region, for instance, all the skin for several centimetres on 
either side of the fold is changed. In one child who was 
under constant supervision all the stages described were 
passed through in less than a week. 

The degree of the desquamation depends to some extent 
on the severity of the general condition. The fully 
developed dermatosis is a serious sign, occurring only in 
children who are within a few days, or weeks, of death. 
It does not occur in moderate kwashiorkor, which may 
show no skin changes at all. 

There are other skin changes which often accompany 
severe kwashiorkor. There is a tendency towards pallor 
of the skin, which may be generalized over all the body, or 


show particularly in the face. It may sometimes take the 
form of scattered small patches. Deep bleeding fissures 
may appear in any of the flexures and in sites such as the 
juncture of the pinna and the scalp ; fingers that are habitu- 
ally sucked may become sodden and white and lose all 
their superficial skin; deep, circular ulcers, with a grey 
slough, and an edge that shows the minimum of inflamma- 
tory reaction, may occur on the dorsum of the foot and 
elsewhere. A curious feature of all the skin lesions is that 
they do not seem to be painful. 

_ The mucosae do not often show any notable change except 
that the tongue may be rather brightly red ; sometimes it is 
remarkably smooth all round its forward edge. A fissure 
is sometimes seen in the middle of the lower lip, and muco- 
cutaneous junctions, especially those at the corners of the 
mouth, are also fissured occasionally. There is often some 
loss of pigment along the buccal border of the lips. 


Thorax and Abdomen 

At Mulago there is seldom any gross enlargement of the 
liver, although the edge is usually palpable below the costal 
margin. The spleen is enlarged only if there has been much 
malaria. Although the child usually has a cough, which 
seems to be unproductive, there is little to be found on 
examination of the chest by percussion or auscultation, 
except a few moist sounds at the lung bases. As the chest 
wall is thin, the normal puerile breathing is heard unusu- 
ally clearly. X-ray examination of the chest also reveals 
very little, although in some children there are areas of 
the lung fields which show a curious increase in the density 
of the markings. This may indicate the presence of an 
exudative condition analogous to the collection of fluid 
elsewhere in the body, but in no case has an actual pleural 
effusion been found. 

The Hair 

The hair is almost always affected. It is pale in colour 
and may be almost flaxen ; sometimes, however, it may be 
reddish. It is thin, straight, and soft; it loses its sheen and 
is lifeless. The thicker hairs in other parts of the body, 
such as those of the eyebrows and eyelids, are resistant to 
this colour change, but eventually it affects them too. The 
fine downy body hairs redden and are seen easily against 
the dark skin. There appears to be little correlation between 
the degree of the dyspigmentation and the severity of the 
kwashiorkor ; in a very few of the children who are acutely 
ill crisp black hair is retained. 


Demeanour 
Mental apathy is profound, and occurs consistently in 
severe kwashiorkor; it is most unusual for a child to 
retain any semblance of alertness. The children lie in their 
beds or in their mothers’ arms, taking no interest in their 
surroundings. They dislike any interference, and resist, 
feebly and petulantly, being undressed or examined. They 
cannot be induced to play or to smile. Their motor activity 
is reduced to the minimum, and perhaps for this reason, or 
possibly because of the presence of the oedema fluid, their 
limbs often feel remarkably cold. They present a picture 

of extreme misery (cf. Clark, 1951). 


The Blood Picture 
Some degree of anaemia is usually found in kwashiorkor 
even when the possibility of a tropical infection can be 
excluded. Naturally, if'a blood-destroying disease such as 
malaria or hookworm is also present the degree of anaemia 
becomes more severe. It is possible by using a concentra- 
tion technique to detect almost all cases of infestation by 


helminths: previous attacks of malaria and a low and 


fluctuating malarial parasitaemia are more difficult to 
exclude. In 44 children admitted to Mulago Hospital in 
whom no infection or infestation could be detected, the 
averages for haemoglobin and erythrocytes on the day of 
admission or on the next day were 8.46 g. per 100 ml. and 
2.850.000 per c.mm. respectively. These figures indicate 
slightly more anaemia than that reported by Altmann and 
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Murray (1948) in Johannesburg (mean Hb 10.2 g. per 
100 ml. and mean red-cell count 3,600,000 per c.mm.) and 
Walt, Wills, and Nightingale (1950) in Durban (mean Hb 
10.1 g. per 100 ml. and mean red-cell count 3,270,000 per 
c.mm.). The figures of Van der Sar (1951) obtained in 
Curacao, if those for one extremely anaemic child are 
omitted, averaged 9.3 g. Hb and 3,230,000 red cells. 
Johannesburg, Durban, and Curacao are all places in which 
tropical blood-destroying diseases are virtually absent. 

There is agreement that the anaemia responds but slowly 
to treatment by a high-protein diet. At Mulago, after 21 
to 28 days, the 44 children had improved on an average by 
only 0.84 g. of Hb and 430,000 red cells, and none of the 
investigators in Johannesburg or Durban could report better 
results. There is fairly general agreement that the anaemia 
does not respond to folic acid, vitamin By, or liver extracts 
(Wills, 1951, personal communication). Sometimes, how- 
ever, it responds to iron. The anaemia does not present 
clear or constant morphological features. It is usually 
normocytic or slightly macrocytic, and is often slightly hypo- 
chromic. The bone marrow is seldom, if ever, megalo- 
blastic. The anaemia has many features in common with 
that seen in men and pregnant women who are also 
suffering from protein deficiency (Trowell, 1951 ; Woodruff. 
1951). 

The aetiology of the anaemia is almost certainly not 
exactly the same in all places. It may have different 
characters if it is mild or if it is severe, and it seems that 
treatment may bring about changes in the kind of anaemia 

by accelerating at 
z. different rates the 

production of 
haemoglobin and 
erythrocytes. 

Some of these 
tendencies are 
illustrated by find- 
ings at Mulago. 
In Fig. 2 the red- 
cell count on ad- 
mission of 56 chil- 


REO CELL COUNT 


COLOUR INDEX 


Fic. 2.—Relation between red-cell count dren diagnosed as 
and colour index in 56 of the children suffering from 


whose weights are shown in Fig. 1. 
There was an inverse relationship between 
the cell count and the index. been plotted 
against the colour 


index, and it seems that the index was higher as the cell 
count was lower. (A similar result was not obtained by 
plotting haemoglobin against colour index.) The average 
colour index was about 1.05. As the result of treatment, 
the index fell, and when the children were discharged was 
approximately 1. The corresponding indices of the Durban 
children (calculated from the average figures given, and 
therefore not entirely accurate) are 1.07 and 1.01. It seems 
reasonable to conclude from these two sets of figures that, 
as the anaemia improved, the rate of haemoglobin forma- 
tion did not keep pace with the increase in the number of 
red cells. 


Mode of Death in Kwashiorkor 


Kwashiorkor, once it has reached the severe stage with 
anorexia, oedema, digestive failure, and gross dermatoses, 
is usually fatal, and even in hospital recovery has until 
quite recently been exceptional. In spite of this, little has 
been written about the mode of death, possibly because that 
is not fully understood. * . 

Pneumonia occurring in lungs full of exudate, or the. 
exudative condition itself, probably accounts for most of 
the deaths in Mulago. Many deaths are sudden. A child 
who has been seen and thought to be in no special danger, 
who may or may not have some diarrhoea and a mild 
degree of dehydration, and who may have no dis- 
coverable infection, may die within a few hours without 
warning, having shortly before taken a substantial feed. In 
such children, necropsy, although it may disclose the 


kwashiorkor has. 


expected state of the liver and pancreas (see below), usually 
fails to reveal any cause of death. The real cause is presum- 
ably to be found only in changes in tissue and serum 
chemistry, but, so far, the nature of those changes has not 
been determined. If a study is undertaken it should take 
into account the possibility of an acute hypoglycaemia, 
caused perhaps by a failure in the mechanisms for the 
utilization of carbohydrate. For such a failure either the 
damaged liver or an abnormal protein-carbohydrate con- 
version might be found to be responsible. 

Some children whose history is typical of kwashiorkor 
present an appearance of emaciation and dehydration when 
they are brought to hospital, and occasionally a child who 
was oedematous when first admitted has been seen to drift 
into this state. The dehydration does not respond readily 
to increased fluids given orally. There may be no pyrexia, 
no vomiting, and little diarrhoea, and feeds containing 
amounts of fluid which should be adequate to cover all 
the observed losses are taken readily. Some of these chil- 
dren appear to die from the effects of dehydration. It seems 
impossible for the loss of water to have occurred except 
through the kidneys, but the losses by that route, and the 
changes in electrolytes, have not yet been investigated, and 
the true cause of death in these cases remains a mystery. 


Pathology of Kwashiorkor 


A disease caused largely by a deficiency of dietary protein 
might be expected to affect every organ of the body, and 
particularly those organs which are concerned with the 
elaboration of proteins and protein-containing substances 
such as enzymes. The histological changes have been 
investigated by a number of workers, including Waterlow 
(1948), Davies (1948), Véghelyi (1948), Hartz (1949), Manson- 
Bahr (1951), and Van der Sar (1951). The pancreas and the 
liver have shown the most consistent changes. 

The pancreas is affected early in kwashiorkor. There is 
at first a reduction in the zymogen granules, and later total 
atrophy of the cytoplasm. The nuclei are, however, well 
preserved, and the islets of Langerhans appear always to be 
intact. In parallel with the changes in the cells there is a 
fall in enzyme production, and the duodenal juice has less 
amylase, lipase, and trypsin (Thompson and Trowell, 1952). 
In these findings lies the most probable explanation of the 
fact that large quantities of undigested food are passed in 
the stools. 

Observation of children who have been treated with high- 
protein diets, but who have died, suggests that with good 
treatment the histological appearance of the pancreas may 
rapidly revert to normal. In many children not so treated, 
however, the pancreatic atrophy persists, and a fibrosis of 
greater or less degree may occasionally develop. At Mulago 
no child has been found who showed changes resembling 
those of cystic fibrosis of the pancreas. The lung changes 
shown by x-ray examination (see above) do not include any 
condition similar to that often found to accompany cystic 
fibrosis in European and American children. 

The parotid glands, the other salivary glands, and -the 
gland cells of the gut are all affected in kwashiorkor, but 
the changes in the pancreas are probably mere persistent 
than those elsewhere. 

The fatty infiltration of the liver that is found in 
kwashiorkor was one of the first lesions to be described 
as characteristic. It begins in the peripheral cells of the 
liver lobule. The fat globules are initially small, but they 
increase in size and gradually encroach on the central areas, 
until in severe cases the whole lobule may be filled with fat. 
As the fat increases, lymphocytes, and sometimes poly- 
morphonuclear leucocytes and eosinophil cells, accumulate 
in the portal triads. A fine perilobular fibrosis also 
develops, with strands reaching out from the triads and 
tending to delimit the lobules. The fibrosis increases by 
the collagenization of the reticulin fibres and the peripheral 
liver cells are strangulated. Adequate treatment may restore 
the liver completely to a normal appearance, but it seems — 
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likely that if the fat remains long in the liver there is an 
increase in the stellate fibrosis, which in older children 
produees an appearance resembling that of a mild Laennec 
cirrhosis. 

The function of the liver is known to be affected (Water- 
low, 1948 ; Van der Sar, 1951), and the liver damage must 
surely be an important factor in the production of the altera- 
tions in serum chemiistry which are found in kwashiorkor. 
These have been described by Dean and Schwartz (1952). 


Differential Diagnosis 

The recognition of the fully developed picture of 
kwashiorkor should not occasion much difficulty. The 
dietetic history of the child, and his physique, should go 
far towards establishing the diagnosis, and the charac- 
teristic dermatosis probably occurs in no other condition. 
Chronic dysenteries and typhoid should usually be distin- 
guishable from kwashiorkor by pyrexia and the presence 
of pathogens or cellular exudates in the stools. Abdominal 
tuberculosis may cause more difficulty, but glandular en- 
largement, a positive Mantoux reaction, and a response to 
streptomycin should be of assistance. Coeliac disease and 
fibrocystic disease of the pancreas have not been found at 
Mulago, and seem to be at least rare in other places where 
kwashiorkor is common. In fibrocystic disease, as in 
kwashiorkor, the duodenal contents possess very little 
enzymatic activity, but in kwashiorkor, under proper treat- 
ment, the activity is restored. 

General undernutrition, in which the chief deficiency is 
of calories, may be associated with oedema, but the associa- 
tion is rare in children. The undernutrition does not cause 
alterations in the colour of the hair and skin, and is always 
accompanied by much loss of subcutaneous fat. In a severe 
anaemia, due, for instance, to hookworms, the skin may 
become pale, but does not assume the curious bronze colour 
found in kwashiorkor—a distinction which can be appreci- 
ated readily with experience. 

Another condition which sometimes resembles kwashior- 
kor, but does not cause dyspigmentation, is nephritis. In 
the. Tropics this disease has some special features, but the 
urine will usually contain red cells and casts, and often the 
amount of protein in the urine will be greater than that 
found in kwashiorkor. The oedema does not usually 
respond so rapidly and completely to treatment. 

It is clear that secondary effects, due particularly to 
failure of absorption, are likely to complicate kwashiorkor. 
It is in fact uncertain to what extent some of the signs 
described, such as the alterations in the tongue, and the 
cheilosis, are due to vitamin deficiencies which are secondary 
to malabsorption or to altered or suppressed synthesis in the 
gut. Similarly deficiencies of fat-soluble vitamins, of iron, 
or of other minerals may occur, especially if the home diet 
has been poor in those substances. 

The similarity of the dermatosis of kwashiorkor to that 
of pellagra gave rise in the past to some confusion, and the 
term “infantile pellagra” is still used by some authors as 
a synonym for kwashiorkor. In kwashiorkor, however, the 
lesions do not develop so particularly in areas exposed to 
sunlight, and they follow their well-defined evolutionary 
pattern. There may be a superficial resemblance to the 
eruption seen in acute pellagra, and Gillman and Gillman 
(1951) believe that the histological appearances of both 
conditions are essentially the same. 

The term “crazy pavement,” which has been applied to 
the characteristic skin lesion of kwashiorkor, is in some 
ways unfortunate because it suggests two other conditions 
that are probably of quite different aetiology. It is extremely 

common to find patches of shiny skin on the shins of 
African schoolchildren who appear to be well nourished. 
There has also been described, nofably by Platt (1945), a 
“ crackling” of the skin, often at the same site. The first 
condition is the result of the slight, often-repeated trauma 
of weather or grasses; the second is said to occur in any 
state of general undernutrition. In both conditions the skin 


appears glazed, and shows what seems to be an exaggera- 
tion in depth of normal skin lines, marking off small irregu- 
lar rhomboid areas. In the true “crackled” skin friction 
may cause some detachment of flakes of the altered skin, 
but this is usually only from the most superficial layers. 
The pigment changes of kwashiorkor, and the complete 
desquamation, do not occur in either of these conditions. 


Summary 


The clinical picture of severe kwashiorkor is described. 
The transition from the mild condition is usually marked 
by a period of gastro-intestinal upset. ' 

In spite of oedema, which is almost always present in 
advanced cases, the children are underweight, and bone 
development may be retarded. A fair amount of sub- 
cutaneous fat may be retained. 

As a late manifestation, a unique dermatosis appears, 
and evolves in a characteristic way. The dermatosis 
has a different distribution from that of pellagra, but 
there may be superficial and histological resemblances. 
The hair usually becomes reddish or pale. In the absence 
of any tropical infection, anaemia is seldom severe. 
Apathy and misery are constant features. 

Notable pathological lesions include the disappearance 
of zymogen granules from the pancreatic acini and the - 
accumulation of fat in the periphery of the hepatic 
lobule. 

The differential diagnosis from nutritional oedema, 
hookworm disease, nephritis, coeliac disease, and fibro- 
cystic disease of the pancreas is discussed. 
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The subject of punishment in schools is apt to arouse 
heated controversy. Recognizing this, the L.C.C. has 
recently issued a pamphlet (Staples Press, Ltd.) which is 
intended “to stimulate thought and calm discussion of a 
problem that must -be very much in the minds of all con- 
cerned with the upbringing of children in these difficult 
times.” The pamphlet points out that the employment of 
harsh methods by teachers. tends to encourage the adoption 
of harsh standards by pupils when they leave school. It 
poses the question: If other methods have failed, is corporal 
punishment likely to succeed? It has been abandoned alto- 

gether in some schools, and the pamphlet suggests that a 
wortieiile experiment is to abolish it from more. Sarcasm 
is condemned as a fear-inspiring and dangerous weapon for 
a teacher to use ; children are particularly defenceless against 
it and cannot regard it as anything but unjust. As the 
pamphlet points out, what may be the right punishment for 
one child is the wrong one for another, and many forms 
of anti-social behaviour in children are attempts to compen- 
sate for an unsatisfactory emotional or intellectual develop- 
ment. Routine application of a standard punishment is 
seldom advisable. The pamphlet emphasizes the need to 
consider the social factors influencing character and 
conduct. 
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It is generally recognized that many patients with spon- 
taneous subarachnoid haemorrhage die in a first attack 
of bleeding. Walton (1952a) reports a series of 312 
cases, 45% of which succumbed in the first haemorrhage 
or in a recurrence of bleeding during the first eight weeks 
of the illness. Until comparatively recently little infor- 
mation has been available on the fate of patients who 
survive; despite the lack of adequate data, some 
authors (Sands, 1941 ; Baumoel, 1941) have suggested 
that recurrent bleeding after an interval is the rule. This 
somewhat gloomy conception of the outlook has re- 
mained general ; commonly, patients have been advised 
of the possibility of recurrence, and so have sought less 
’ arduous work, often with financial hardship. The 
position has been greatly clarified by the valuable follow- 
up studies, giving information on the- remote prognosis 
of the condition, which have been reported by Magee 
(1943), Wolf, Goodell, and Wolff (1945), Hamby 
(1948), Hyland (1950), and Ask-Upmark and Ingvar 
(1950). In this paper’ the results of a similar study are 
recorded ; before recounting these in detail it may be of 
value to consider the findings of other authors. 

Magee reported that 66 of his 150 patients (44%) 
survived the illness, but of this group 21 (14%) were 
severely crippled, only 45 (30%) being able to pursue 
relatively normal activity. Twenty-two patients were 
re-examined from six months to four years later, and 
seven were unable to work satisfactorily owing to 
residual symptoms. 

Of the 46 patients reported by Wolf et al., 30 sur- 
vived, six with severe neurological sequelae, and 21 
were still alive after an average follow-up period of 
three to four years; only one had died of recurrent 
haemorrhage since discharge. 

Of Hamby’s 130 patients, 63 (48.5%) survived the 
_ initial illness ; 14 (22%) of these died of recurrent sub- 

arachnoid bleeding after periods varying from a few 
days to éight years. In five of these patients, however, 
the fatal recurrence occurred within the first two weeks 
after leaving hospital, the patients having discharged 
themselves against advice. Thus only nine patients 
(16%) died of a recurrence after the initial breach in the 
wall of the aetiological vascular anomaly had been given 
adequate time to heal. Three other patients died of 
unrelated conditions. Eleven of the survivors were 
crippled, another 13 were working though handicapped 
by neurological deficiencies, and only 21 (16.2%) of the 
original series of patients had survived intact. 

Hyland reported a follow-up investigation on 91 
| patients (out of a series of 191 cases) who survived an 
attack of subarachnoid haemorrhage between the years 
1928 and 1942. Sixty-seven of the survivors were traced ; 
14 (21%) had died of a recurrence of bleeding after an 
average interval of 6.1 years, and seven of other causes ; 
43 were able to work, though 14 had mild or moderate 
disabilities ; and three remainéd completely crippled. 


*Based on part of a thesis accepted for the degree of Doctor of 
Medicine in the University of Durham. 


Finally, 100 of the 138 cases reported by Ask-Upmark 
and Ingvar survived the initial illness ; 23 (23%) died of 
recurrent bleeding, usually within five years of the initial 
attack, but on occasion the second episode was delayed 
for as long as 20 years ; and 13 died from other diseases. 
Of the remaining 64 cases, approximately half were able 
to carry on their occupation as usual, whereas the others 
were more or less severely crippled. 


_ Material 

During the years 1940 to 1949 inclusive 312 cases (156 
males, 156 females) of “spontaneous” subarachnoid 
haemorrhage were admitted to the medical wards of the 
Royal Victoria Infirmary, Newcastle-upon-Tyne. The 
criteria used in diagnosis and the clinical features of the 
illmess are described elsewhere (Walton, 1952a). Of 
these patients 140 (45%) died either as a direct result of 
the first haemorrhage or from a recurrence of bleeding 
within the first eight weeks. Of the survivors, 90 were 
males and 82 females. All but two of these 172 patients 
have been traced, and 120 of them were still alive at the 
time of follow-up (late 1951). The methods used in the 
investigation are described in the Appendix ; the length 
of time which had elapsed since the original illness is 
given in Table I. 


TaBLe I.—Duration of Period of Follow-up 


Males Females Totals 

1-2 years 2 0 2 
2-3 ,, 11 2 13 
,, 15 5 20 
45 ,, 4 5 9 
5-6 , 8 1 9 
6-7 ,, 6 8 14 
7-8 , ‘4 9 13 
8-9 , 12 5 17 
9-10 0 3 3 
10-12 ,, 8 12 20 
Totals 70 5Q 120 

Results 


It will be noted from Table I that 20 of the male 
patients and 32 of the females have died since discharge 
from hospital. Ask-Upmark and Ingvar pointed out 
that in their series recurrent bleeding was three times as 
common in female as in male patients, a point not pre- 
viously recorded. Clearly it is important first to con- 
sider in detail the patients who have died, in order to 
assess the frequency of recurrent bleeding and to see 
whether this occurs more often in females. 


Deaths Since Discharge 


(a) Recurrent subarachnoid haemorrhage with a fatal out- 
come has occurred in 35 patients (20.6%) since discharge (13 
males, 22 females). It will be seen that this incidence is 


‘comparable to the figures of 22%, 21%, and 23% reported 


by Hamby, Hyland, and Ask-Upmark and Ingvar respec- 
tively. Six male patients and four female patients recovered 
from a recurrence of bleeding, but of this group five sub- 
sequently died in another attack and are included above. 
Clearly, therefore, recurrent bleeding occurred more often in 
female patients (27 as against 19 males), and almost twice as 
many females as males died of recurrent bleeding. Though 
not so pronounced as in the series of Ask-Upmark and 
Ingvar, the difference between the sexes is significant. The 
reason for the discrepancy is obscure. 

In view of the bearing which the recurrence rate may have 
upon the advice given to a patient after recovery from this 
condition, it was thought important to discover the length of 
time elapsing before fatal recurrent bleeding. This inform- 
ation is given in Table II. Furthermore, in view of the 
widespread belief that exertion may provoke recurrent 


| 
8 
4 
} 
} 
y 
by 
bat 
a 
4 
Bi. 
H 
: 
| 
3 
{ 
| 
\ 
4 


LATE PROGNOSIS OF SUBARACHNOID HAEMORRHAGE 


‘ 


903 


Ocr. 11, 1952 
Tas_e II.—Interval Elapsing Before Recurrent Bleeding 
Period with Recovery Fatal Recurrence 
Less than 3 mon 
6 months-1 year 0 4 
1-3 4 7 
3-4 3 3 
4-5 1 2 
Over 5 years 2 (8 years in 2 (10 years in 
one case) one case) 


bleeding, information obtained from patients’ relatives was 
analysed to see whether this was the case in the present 
series. 

From Table II it will be seen that half the fatal recur- 
rences occurred within six months of discharge from hospital, 
whereas only one patient recovered from a recurrence during 
this period. Thus the incidence of fatal bleeding in later 
years in the 153 patients who were still alive six months 
after the original illness was 11.8%. Admittedly, fatal re- 
current haemorrhage did occur after long intervals (10 years 
in one case), and Rosen and Kaufmann (1943) haye reported 
such an event after an interval of 27 years, while Dandy 
(1945) reported intervals of 15 and 22 years between the first 
and fatal attacks. 

Adequate information concerning the onset of the fatal re- 
currence of bleeding was obtained in 22 of the 35 cases, and in 
only four was the illness clearly precipitated by exertion ; in 
three of these patients this occurred within six months of the 
illness in hospital. It is suggested elsewhere (Walton, 1952a) 
that exertion or a temporary rise of blood pressure, from 
whatever cause, may be the final exciting factor in producing 
haemorrhage from an aneurysm or angioma which would 
ultimately have ruptured spontaneously. There is no reason 
to suggest that this tenet does not apply equally to patients 
with recurrent bleeding after an interval. 

(b) Death from Other Causes.—Three female patients who 
were aged 63, 65, and 70 years at the time of the original 
illness remained severely crippled and were bedridden for 
periods of five months, four years, and five years respectively 
after the illness in hospital ; they died as a result of infection 
of the respiratory or urinary tract. In these three cases death 
was clearly a sequel of the original illness. One patient 
(Case 204), a woman aged 40, has died recently, 12 years 
after her subarachnoid haemorrhage, following cranial ex- 
ploration carried out in an attempt to remove a suprasellar 
aneurysm of the internal carotid artery. Six other female 
patients and five males have died after discharge from un- 
related conditions, including cardiac infarction, cardiac or 
renal failure, accidents, respiratory infections, and malig- 
nant disease. Each of these patients had apparently re- 
covered completely from the subarachnoid haemorrhage. 


Condition of Surviving Patients 
Of the 120 surviving patients, 106 have been questioned 
and examined by me either in hospital or at home; the 
remaining 14, who are now inaccessible, have supplied in- 
formation by letter. 
Of the 103 at work (including housework), 79 are in the 
employment they followed before the illness, and 24 in some 


TaBLe III.—Present State of the Survivors of 312 Cases of 
Subarachnoid Haemorrhage 


Percentage Percentage 
State of Patient es of of Whole 
Survivors Series 

Full employment 79 65-8 25-3 
Lighter occupation ok 24 20-0 78 
Retired but active “fn 12 10-0 3-8 
Unable to work .. ~ 5 ; 4-2 1-6 
38-5 
12-8 
12-6 
1-6 
38-5 


lighter occupation. Another 12 have retired but remain able 
to pursue relatively normal activity for age ; only five are 
completely disabled and unable to work. On the other hand, 
only 36 patients are completely free from symptoms since 
the illness; in 40 the symptoms which have followed it 
have been relatively trivial, but in the remaining 39 the 
sequelae have been disturbing at times, although all these 
patients have been able to return eventually to some useful 
occupation. This information is collected together for ease 
of reference in Table III. 


It will be convenient to consider in detail the various 


sequelae which have been noted. 


Residual Paralysis 
Of the surviving 120 patients, 26 showed some signs of 
neurological defect on discharge from hospital ; in 14 cases 
these signs have resolved completely, whereas in the remain- 
ing 12 some residua remain. ~ 


. Complete Disablement 
Case 60 (a man of 38) showed a profound left-sided hemi- 
plegia on discharge from hospital, and four years later the 
arm is still completely paralysed, though the leg has im- 
proved a little and he can walk a few yards with a stick. 
A complete right hemiplegia with severe dysphasia was 
present in Cases 80 (a man of 36) and 116 (a man of 53) on 


discharge from hospital ; in Case 80 slight: improvement has . 


taken place, so that he can go out in a wheel-chair eight 
years after his illness. Case 116 remained a completely 
helpless, bedridden invalid five years later. Both Cases 60 
and 80 show severe emotional lability. 

Case 23 (a man of 54) had three attacks of bleeding be- 
tween December 12, 1948, and February 10, 1949. On 
discharge he had a left sixth-nerve palsy and a spastic paresis 
of the right leg. Diplopia cleared up within three months, 
but the right leg remained weak, and although able to walk 
he was also troubled by persistent pain in sciatic distribution 
in both legs. He has been completely unable to work, and 
his progress was further retarded by an attack of coronary 
thrombosis in September, 1950. 

Case 251, a girl aged 18 with multiple hereditary haemor- 
rhagic telangiectasia, recovered from subarachnoid haemor- 
rhage but later developed a paraplegia, presumably as a 
result of a telangiectatic lesion. It is doubtful whether the 
paraplegia resulted from the same lesion as that which 
caused the subarachnoid haemorrhage, so perhaps the severe 
residual paraplegia should not be regarded as a sequel of 
the original illness. 


Other Paralytic Sequelae 
A unilateral third-nerve palsy has remained complete for 
three years and eleven years respectively in Cases 21 (a man 
aged 53) and 198 (a woman aged 56), but both patients have 
been able to continue at work. 
Case 279 (a man aged 31) has a monoparesis of the left 


arm, Case 34 (a man aged 55) a minimal right hemiparesis 


with persisting dysphasia, and Case 36 (a man aged 28) a 
persisting slight weakness of the right arm) and Jeg with 
exaggerated tendon reflexes. All three patients are fully 


“ employed, eleven, two, and three years respectively after the 


original illness. Case 152 (a woman of 23) had hada residual 
right hemiparesis since the age of 15. Eight years later, in 
the attack of subarachnoid haemorrhage for which she was 
admitted to this hospital, a left hemiplegia developed. She 
was in bed for a year at home, but has since been able to 
walk, and her activities have increased further since teno- 
tomy of the left tendo Achillis. For the last four years she 
has done regular housework, despite clear signs of “ bilateral 
residual hemiparesis,” more pronounced on the left. 
A right temporal lobe angioma is probably present in 
Case 205, who has had a spastic left hemiparesis ever since 
her attack of subarachnoid haemorrhage 11 years ago; 
although much inconvenienced, she is able to walk long 
distances and to do all her own housework. 
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Signs Produced by Enlargement of the Aneurysm 

As Hyland (1950) has pointed out, the large aneurysms 
which give rise to symptoms and signs of a progressive intra- 
cranial lesion do not usually rupture ; occasionally, however, 
as occurred in his Case 3, an aneurysm which previously 
produced subarachnoid haemorrhage may gradually increase 
in size and may encroach upon important structures. 

Case 204 of the present series had a subarachnoid hae- 
morrhage in 1940 at the age of 28 and another attack in 
1945, when she suddenly became blind in the left eye. After 
the latter illness she suffered severe neuralgic pains in the 
face, and eventually developed progressive optic atrophy in 
the right eye. In 1946 left common carotid ligation was 
proposed, but compression of the artery produced a transient 
hemiparesis and the operation was not proceeded with. On 
intracranial exploration in December, 1951 (Mr. G. F. Row- 
botham), a large suprasellar aneurysm was discovered which 
was inoperable, and the patient died soon afterwards from 
a respiratory infection. 

Case 246 (a woman of 47) made a good recovery from an 
attack of subarachnoid haemorrhage in 1944 and was well 
until 1951, when a progressive paralysis of the right third 
nerve developed, This patient has been treated successfully 
by common carotid ligation (Mr. G. F. Rowbotham), as 
have Cases 138 (a man aged 41) and 277 (a man aged 33), 
who have had recurrent attacks of subarachnoid bleeding 
since the attack for which they were admitted to this 
hospital, but in whom no “tumour” signs developed. In 
Case 134 (a boy of 11) an angioma of the left temporal lobe 
was demonstrated and headaches of somewhat increased 
severity with epileptic manifestations suggested that the 
lesion might be enlarging ; this patient, too, has been treated 
surgically, large superficial arteries of supply being ligated. 


Epilepsy 

Epileptic manifestations occurring as a sequel of subarach- 
noid haemorrhage have been mentioned by Taylor and 
Whitfield (1936), but in their paper no indication was given 
of the frequency of such sequelae. The fact that authors 
such as Magee (1943), Hamby (1948), and Ask-Upmark and 
Ingvar (1950) do not mention such manifestations in their 
follow-up material suggests that they are uncommon. 

In the present series, however, epileptic attacks have been 
noted in 15 patients since the original illness; if the two 
patients known to have angiomas are omitted (these patients 
would possibly have developed epilepsy in any case) it will 
be seen that this sequel has developed in 13 patients (10.8%) 
with presumed aneurysmal rupture. In two of these patients 
the fits have been of focal onset, whereas in the other 11 
they have taken the form of generalized convulsions. One 
patient was aged 29 years, three were between 30 and 39, 
four between 40 and 49, two between 50 and 59, and three 
between 60 and 69 ; six were male, and seven female. Thus 
age and sex have little bearing on the development of this 


sequel. 


Electroencephalograms have been taken from eight of. 


these patients (the two with focal epilepsy and six others) ; 
focal abnormalities were discovered in the two patients with 
fits of focal onset and in three others, while in three patients 
the record was normal. Details of the electroencephalo- 
graphic findings are given elsewhere (Walton, 1952c). 

The fits developed between four months and one year 
after the illness in 12 cases, but not until six years later in 
one case (Case 157, a woman aged 36). But for the fact 
that a focal abnormality was demonstrated in the latter 
patient, it might have been suggested that the fits were not 
related to the original illness. She has had two attacks only, 
but the remaining patients have had multiple seizures. In 
all cases the. attacks have been well controlled by pheno- 
barbitone and/or hydantoinates, and the patients are follow- 
ing their usual occupations. 


Headache 


Of the survivors, 44 (36.6%) have complained of head- 
ache since the attack of subarachnoid haemorrhage. Seven 


= 
of them were free from headaches six months after the ill- 
ness, and in another nine who had similar complaints the 
symptom cleared up after periods varying from one to four 
years. In these 16 patients the headaches were vague or 
indefinite in six, but in the remainder they were paroxysmal 
and usually severe ; the headache was limited to the occipital 
region in half the patients and was frontal or generalized 
in the others. 

Twenty-eight patients (23.3%) have continued to suffer 
from headaches for periods varying from two to eleven years. 
Three patients who had no such symptoms before the attack 
have had bouts of classical migraine with visual phenomena, 
unilateral headache, and nausea ; in two the headache has 
occurred on either side of the head, but in the other patient 
it has invariably been right-sided. There are no physical 
signs in the latter patient to indicate the nature or the 
position of the causal lesion. These three cases are of 
interest, since none of the patients who recovered and who 
had suffered from migraine before the illness experienced 
similar headaches afterwards. Clearly, as suggested else- 
where (Walton, 1952a), the teleological relationship between 
migraine and cerebral aneurysm or angioma is by no means 
well defined. 

The headaches experienced by 12 of the remaining 25 
patients have been described as “slight,” “not severe,” or 
“infrequent,” and have caused little disability. Thirteen 
patients, however (10.8%), have suffered severe, paroxysmal, 
and frequent headaches since the haemorrhage, having been 
free from such symptoms previously. Again, in roughly half 
the cases the headache has been maximal in the occipital 
region, in the remainder frontal or generalized. Some of 
these patients have had nausea and vomiting, and often the 
headache has lasted for a day or more and has been prostrat- 
ing ; in only two has it ever been unilateral, and no patient 
in this group has experienced an aura. Six of the surviving 
10 patients who suffered from migraine before the illness 
now experience headaches of this nature ; the other four are 
free from symptoms. Probably this type of headache is 
related to migraine, but the exact relationship cannot be 
defined. 

From these figures it will be seen that severe headaches, 
sometimes disabling, have occurred in 21.6% of the surviving 
patients ; in 8.5% they cleared up after an interval, but in 
the remaining 13.1% they have persisted. 


Mental Symptoms 
Although Taylor and Whitfield (1936) and Richardson 
and Hyland (1941) referred to the fact that mental symptoms 
may persist after physical recovery from subarachnoid hae- 
morrhage, and Hyland (1950) has mentioned briefly the 
occurrence of mental dulling or nervousness in surviving 
patients, psychiatric sequelae have been paid scanty attention 
in most reports. It is my view that this is a serious omission, 
for persisting mental symptoms have proved an important 
cause of disability in the surviving patients of the present 
series. Sequelae of this nature can be classified into two 
broad groups: (1) Mental symptoms presumed to be of 

organic origin ; and (2) anxiety symptoms. 


(1) Mental Symptoms Presumed to be of Organic Origin 

- Korsakoff’s syndrome occurring during the stage of 
recovery from subarachnoid haemorrhage is discussed else- 
where (Walton, 1952b) and will not be considered here ; it 
is shown that manifestations of this nature invariably 
resolve. As already mentioned, three patients (Cases 219, 
233, and 177) were demented on discharge from hospital and 
remained so until death five months, four years, and five 
years later respectively. Cases 60 and 80, who survive with 
severe paralytic signs and are completely disabled, show 
gross evidence of mental deterioration. Case 80, with left 
hemisphere damage, is severely dysphasic, and both patients 
are emotionally labile, tending to laugh or cry on the least 
provocation. They are unable to concentrate or to carry out 
any but the simplest forms of mental activity. Focal lesions 
in one or other fronto-temporal region have been demon- 
strated by the electroencephalogram in these cases. 
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Similar but less severe symptoms have been noted in 
another three cases. Thus Case 305 (a man aged 46) shows 
clear evidence of organic mental deterioration confirmed by 
intelligence testing with the Wechsler—Bellevue scale. Since 
his illness he has been unable to concentrate or take responsi- 
bility ; he has worried over trifles, has been disinclined to 


leave the house, and when he does go out is afraid to cross. 


the street. Furthermore, he has had periods of severe de- 
pression during which everything seems unreal. Case 11 
(a man aged 22) has also had feelings of unreality and 
depressive episodes in which he has contemplated suicide ; in 
addition periods of “ pathological drive” have been experi- 
enced in which he has been compelled to concentrate on his 
work for fear that his mind would run away with him. 
Attacks of acute panic have also occurred when he has been 
alone in his car or in the bathroom. Psychometric testing 
in this patient showed no evidence of organic deterioration, 
but an electroencephalogram taken three months after his 
illness indicated damage to the left frontal lobe, and there 
seems to be little doubt that his mental symptoms are organi- 
cally determined. A similar pathology in Case 305 is prob- 
able. Lack of ability to concentrate is also mentioned by 
Case 34 (a man aged 55), who is unable to think or to 
calculate as quickly as he did; he-is also much more 
emotional than before his illness and is worried by trifles ; 
he shows some evidence of dysphasia of nominal type. This 
patient has suffered attacks of grand mal since his subarach- 
noid haemorrhage and an electroencephalogram taken 
recently showed a focus of delta and sharp wave activity in 
the left fronto-temporal region. All three of these patients 
are working, though with some difficulty, particularly Case 
305. Only Case 34, who has a minimal right hemiparesis, 
shows neurological signs. 

In the five patients mentioned above the manifestations are 
very’ similar, differing only in degree. Despite Bleuler’s 
(1951) suggestion that it is not possible, as a rule, to attribute 
any particular.abnormal mental state to a localized cerebral 
lesion, it seems to me that these five patients all show 
features of the “ frontal psycho-syndrome ” ; in four of them 
frontal lobe damage has been confirmed by the E.E.G. 

Another three patients have mentioned that they have 
been mentally slower since the illness, and that their memory 
is worse ; similar deterioration of memory has been men- 
tioned by three others. It is possible that in these six 
patients minimal frontal lobe damage has occurred. Four 
patients who show no evidence of residual paralysis are 
permanently dysphasic; in three cases the defect consists 
simply in occasional difficulty in finding the right word, but 
the other patient has a moderately severe dyslexia. No 
evidence of the site or source of the haemorrhage exists in 


these cases. 

One other patient (Case 180, a woman aged 28 at the 
time of the original illness) has noticed a complete alteration 
in temperament. Whereas beforehand she was quiet and 
somewhat moody, she is now cheerful, talkative, and “ the 
life and soul of the party.” An intracerebral haematoma 
was evacuated from the right temporal lobe in this patient 
(Mr. G. F. Rowbotham); during the seven years which 
have elapsed she has had no other symptoms, and the 
change in temperament described cannot be regarded as 
a, disability. 

From these figures it will be seen that an appreciable num- 
ber of patients (9% in the present series) who survive an 
attack of subarachnoid haemorrhage may show permanent 
mental deterioration of greater or less degree, and this may 
often be attributable to frontal lobe damage. Two of the 
patients in this group showed some dysphasia, but the latter 
sign was also evident in 3% of patients with no other mental 


symptoms. 


(2) Anxiety Symptoms 
Symptoms of an anxiety state followed the original illness 
in 32 cases (26.6%), of whom 15 were males and 17 females. 
In 30 of these it has been possible, on inquiry, to estimate 


the nature of the patient’s pre-morbid personality ; the other 
two were contacted by letter and no definite conclusions 


could be reached on this matter. Fourteen patients had - 


shown neurotic symptoms of variable severity before the 
subarachnoid haemorrhage, but in every case the symptoms 
were very much worse afterwards; indeed, two patients, 
although they have worked since the illness, have virtually 
become chronic psychiatric invalids. In one of these (Case 
21, a man aged 53) the clinical picture is flavoured by the, 
addition of a “compensation neurosis,” since his attack 
developed while engaged in heavy manual labour; the 
other (Case 264) is a housewife aged 49. The pre-morbid 
personality of the remaining 16 patients appeared to be 


The anxiety state has been severe and persistent in 15 
patients, moderately severe in 12, and only slight in five. 
All 27 patients in the first two groups have continuing 
anxiety symptoms after intervals of from two to ten years, 
although in five of the “moderate” group these symptoms 


have improved considerably. Four of the five patients in 


whom the sequelae have been slight throughout recovered 
completely two to three years after the illness, and in the 
remaining patient the residual symptoms are relatively 
trivial. 

The exact symptoms professed by these patients vary con- 
siderably in type and degree, but one symptom common to 
all is fear of recurrence. In several cases this fear has 
amounted almost to terror, and several patients mentioned 
that for months they were afraid to leave the house in case 
the illness returned ; others retired to bed immediately they 
got a headache and waited for it to increase in severity. 
For example, Case 114 (a woman aged 54) said that she 
could not “ get the illness out of her mind”; people told 
her that if she had one attack she would have three, and 
she sat in the house for almost six months waiting for this 


to happen. These symptoms were greatly increased when _ 


her elder sister died of a second attack of subarachnoid 
haemorrhage. Seven years after her illness her symptoms 
are beginning to improve. Similar comments have been 
made by other patients who have lived in a state of severe 
anxiety for many months and years. 

In many cases anxiety has been heightened by medical 
advice ; thus no fewer than 12 patients mentioned that they 
had been afraid to exert themselves, as the doctor had told 
them that exertion might cause the complaint to return. 
Chance remarks overheard or misconstrued during teaching 
were also a further source of anxiety ; thus Case 289 (aged 
22) heard the doctors say that she would probably have 
another attack, and Case 290 (aged 29) says that she heard 
one doctor remark that the attacks usually occurred every 
seven years. Clearly the remark which. gave rise to this 
impression was misunderstood, but the patient was so im- 
pressed by the memory of the incident that seven years 
later she confined herself to the house for two months and 
was surprised and relieved when the illness did not return. 
Similarly, Case 242 (a woman aged 48) was constantly 
anxious and tended to shun company, as she gathered the 
impression, from a teaching round, that some patients “ went 
suddenly mental” after an attack of subarachnoid 
haemorrhage. 

In many other cases useful descriptive terms were used 
by the patients. Some said that they were constantly 
“jittery,” that their nerves were “ brittle,” “ shot to pieces,” 
“ on edge,” or “in an awful state.” These symptoms tended 
to improve as the years went by, but rarely abated before 
one or two years had elapsed, and in several instances they 
persisted unchanged for longer periods. 

Thus about one-quarter of the patients in this series who 
survived an attack of subarachnoid haemorrhage developed 
symptoms of an anxiety state afterwards, and these symptoms 
lasted for a long time and were disabling in the majority. 
Admittedly half these patients had suffered neurotic symp- 
toms previously, but nevertheless I feel that complaints of 


‘this nature are an important sequel, and have been given 


insufficient attention in the past. 


- 


> 


AAS 


e f 
| 
4 
r 
J 
good. 
| 
i 
im 
‘ ‘ 
- 
+3 
i 


806 Ocr. 11, 1952 


LATE PROGNOSIS OF SUBARACHNOID HAEMORRHAGE 


Other Symptoms 

Dizziness since the illness, particularly on stooping or on 
movement of the head, has been mentioned by 18 patients ; 
no patient has suffered true vertigo. No other notable symp- 
toms of central nervous origin have been recognized. Three 
patients, in addition to Case 23, who has been mentioned 
already, have suffered persistent pain in the legs in the dis- 
Wwibution of one or both sciatic nerves, and Kernig’s sign 
remains positive in this group. It is possible that some 
degree of plastic arachnoiditis around the cauda equina, 
resulting from irritation by blood during the original illness, 
is the cause of these symptoms. 

Unrelated conditions developing in individual patients 
since recovery from subarachnoid haemorrhage included 
angina of effort (two cases), paroxysmal nocturnal dyspnoea 
in a hypertensive male, intermittent claudication, tuberculous 
pleural effusion, diabetes mellitus, osteoarthritis of knees, 
and a duodenal ulcer. : 


Comparison with the Late Effects of Head Injury 


It will readily be recognized that the sequelae of sub- 
arachnoid haemorrhage described above are in many respects 
very similar to the late effects of severe head injury. It is 
reasonable to expect that this would be so, since a rapid 
effusion of blood into the subarachnoid space may have 
effects similar to those of concussion, while the damage to 
the cerebral parenchyma which often occurs when an 
aneurysm or angioma ruptures can be compared to con- 
tusion or penetrating wounds. 

Guttmann (1946) divided the manifestations of the chronic 
stage of head injury into five groups. First, largely objective 
defects as a result of irreparable damage to cerebral tissue 
were noted, including sensory-motor defects such as hemi- 
paresis, ideomotor defects such as aphasia, and disturbances 
of intellectual efficiency, including impairment of reasoning 
and change of character. Epilepsy was also an important 
sequel, as were the heterogeneous group of subjective mani- 
festations (headaches, dizziness, fatigue, insomnia, irrit- 
ability, and disturbed concentration) which could be collec- 
tively described as the “ post-traumatic” syndrome. Finally, 
purely psychogenic reactions were described, and less com- 
monly a psychosis was precipitated. The difficulty of differ- 
entiating between psychogenic reactions and the so-called 
“ post-traumatic state” was stressed. 

Clearly the objective defects noted in the patients in the 
present series are very similar to those described above. 
Epilepsy has been described in 2.5% (Rowbotham, 1942) 
and 3.5% (Russell, 1942) of patients after recovery from 
closed head injury, and after penetrating wounds the re- 
ported incidence has varied between 7.9% (Penfield and 
Shaver, 1945) and 49.5% (Credner, 1930), the average being 
about 40%. The incidence of 12.5% reported in the present 
series of patients who have recovered from subarachnoid 
haemorrhage lies between the figures for open and closed 
injuries ; this would be expected, since in an unknown pro- 
portion of the survivors the cerebral parenchyma would 
have been damaged when the aneurysm or angioma bled. It 
is shown elsewhere that the electroencephalographic findings 
in these patients resemble those of post-traumatic epilepsy 
(Walton, 1952c). 

Further examination of the state of the survivors indicates 
other grounds for comparison, since many of the manifesta- 
tions of the post-traumatic state and symptoms similar to 
the psychogenic sequelae of injury have been noted. To take 
headache alone, it will be remembered that 21.6% of patients 
have had severe and frequent headaches since the illness, 
and of Denny-Brown’s (1945) series of 200 patients with 
closed head injury, 63 (31.5%) had headaches of some type 
lasting for more than two months after the injury. Both 
figures are much greater than the incidence of “severe and 
frequent ” headaches in the normal population, which has 
been assessed at 9% (Weider, Mittelmann, Wechsler, and 
Wolff, 1944). 


There is now general agreement that patients with an 
unsatisfactory previous personality are more likely to 
develop the post-traumatic syndrome. Symonds and Russell 
(1943) found that a predisposition to mental disorder was of 
decisive importance. In a series of cases studied in the 
R.A.F. it was found that the invaliding rate in patients with 


‘a history of mental instability in the family was twice as 


high as other cases, and it was low in air crews. However, 
there is no doubt that environmental factors also play a 
part : Denny-Brown remarked that in his series “‘ symptoms 
associated with prolonged disability, whether severe or mild, 
were predominantly anxiety symptoms. Environmental 
factors were more important in accounting for disability 
than were factors indicative of the severity of the injury.” 

Guttmann (1946) compared the chronic stage of head 
injury with the common neuroses and found that the con- 
ditions differed only in minor details : a history of previous 
mental upset was much less common in the patients with 
head injury, and it was thus possible to say that, whereas 
‘the post-traumatic syndrome was particularly likely to occur 
in patients with a predisposition to mental disorder, it was 
also seen in a large number of individuals whose previous 
personality was good. He also stressed the importance of 
environmental factors, pointing out that the head plays an 
important part in the body image, and that all people are 
“ head-conscious ”; fear of mental impairment may be a 
potent source of anxiety. Unskilful management may stimu- 
late the formation of neurosis ; thus “ if a patient feels sub- 
jectively well he is liable to conclude, when kept in bed 
fer several weeks, that the doctor must fear serious con- 
sequences, and this fear is easily transferred to the patient 
himself. Such apprehensions, or rather misapprehensions, 
are often expressed to the patient, who cannot fail to be 
impressed and to start watching for after-effects.” After 
quoting illustrative cases to support this view, Guttmann 
emphasized the importance of reassurance and careful man- 
agement. 

Clearly it is possible to say that all the manifestations of 
the post-traumatic syndrome referred to above have been 
recognized in patients in this series, occurring as a sequel 
of subarachnoid haemorrhage. As in the case of head 
injury, anxiety symptoms have been pronounced in patients 
with an unsatisfactory pre-morbid personality, but have also 
occurred in individuals of good biological stock with no 
previous history of mental upset. It is therefore reasonable 
to conclude, in view of Guttmann’s observations, that ade- 
quate reassurance and careful management are likely to pay 
a dividend. 


on Managunest 


It has been shown that fatal recurrences of bleeding have 
occurred in 20.6% of patients in this series since recovery 
from the’ original illness and discharge from hospital, but 
that almost half of these recurrences occurred within the first 
six months. Furthermore, it has been stressed that, whereas 
in isolated cases exertion may appear to have provoked fatal 
recurrent bleeding, in most cases no such precipitant could 
be incriminated. Of the 120 surviving patients, 115 are able 
to pursue some useful activity, although 49 are moderately 
disabled. The disability in about half the latter group is the 
result of paralysis, epilepsy, severe headaches, mental symp- 
toms of organic origin, or some combination of these 
features, whereas in the remainder it is the result of anxiety 
and of fear of recurrent bleeding in particular. 

It will be remembered that in many instances anxiety 
symptoms verging on misery and even terror could be attri- 
buted, at any rate in part, to medical advice and to the 
suggestion that exertion should be avoided in order to 
prevent recurrence. It is important to consider what pur- 
pose such advice may serve. In the present series there is 
no evidence to suggest that careful regulation of activity 
and studious avoidance of exertion was ever successful in 
avoiding recurrent bleeding, which occurred in several 
patients who had followed such instructions to the letter. 
Indeed, at least six patients who had been advised to find 
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light employment ignored such advice either through bore- 
dom or for financial feasons, and returned to heavy work 
after a reasonable interval; two served in the Army as 
infantrymen, and one fought in the Anzio landing. In none 
of these were there any untoward sequelae. As one patient 
(Case 125, a man aged 49) remarked: “I was told not to 
exert myself, not to smoke, and not to drink. I sat in the 
house for months feeling miserable and moping because 1 
couldn’t work, and life didn’t seem worth living. Eventually 
| couldn’t stick it any longer, so I went back down the mine 
and haven’t lost a day’s work for five years. I feel fine.” 

Clearly each patient must be considered individually, but 
as a rule undue caution is unnecessary when a patient has 
made a good recovery from a subarachnoid haemorrhage. 
It is probable that much misery and anxiety may be avoided 
if words of advice are chosen with care; the danger of 
unguarded discussion at the patient’s bedside must also be 
stressed. Certainly the causal lesion must be given time to 
heal, and for this reason adequate rest and graduated activity 
during the first few months after the illness should be 
advised. Some patients may be fit to return to work after 
three months, others not for a longer period, but, as Row- 
botham and Ogilvie (1945) have said: “ It is wrong to allow 
the sword of Damocles to hang too closely above one’s 
head.” It is my view that the possibility of recurrent bleed- 
ing should never be mentioned, except perhaps to certain 
foolhardy individuals who may be willing to take 
unnecessary risks soon after the original illness. 

Once a patient has survived for a period of six months he 
should be encouraged to live a perfectly normal life, and to 
do heavy work and play games if he so desires. _If he in- 
quires about the possibility of recurrence, it is probably justi- 
fiable to reassure him that it will not occur, since where 
deubt exists severe and disabling anxiety may breed. It has 
been a revelation to see the look of relief produced by such 
reassurance in certain patients even many years after a single 
attack of subarachnoid haemorrhage. It is true that further 
bleeding will probably take place in an appreciable number 
of cases, and that in about 12% it will be fatal, but since 
warnings and restrictions are unlikely to prevent such an 
event it is surely preferable that these individuals should be 
allowed to live free from the haunting fear of recurrence. 


The place of surgery in the treatment.of a patient with. 


subarachnoid haemorrhage is considered elsewhere (Walton, 
1952a); it is doubtful whether such treatment has any part 
to play in a patient who has survived the original illness by 
more than six. to eight weeks, since after that period the risks 
of craniotomy are almost as great as those of recurrence. 
Ligation of the carotid artery in the neck may sometimes be 
considered when an aneurysm of the carotid artery has been 
demonstrated, but the procedure is not free from risk, and 
it is by no means certain that without subsequent intra- 
cranial attack it will prevent further bleeding. Certainly if 
symptoms or signs suggesting enlargement of the causal 
lesion develop, surgery may be indicated, and this may apply 
in other special circumstances, but treatment of this nature 
should not be advised as a routine measure in patients who 
have recovered from the initial illness. The major aim of 
surgery must be to reduce the mortality from the first attack 
of bleeding or from recurrent bleeding within the first few 
weeks. 


Summary 


The results are reported of a follow-up study of the 
survivors of 312 cases of subarachnoid haemorrhage 
occurring between 1940 and 1949. Of the 172 patients 
who survived the initial illness, 170 have been traced, 
120 being still alive two to eleven years later. 

Recurrent subarachnoid haemorrhage has occurred in 
40 patients (23.5%) with a fatal outcome in 35 (20.6%), 
of whom 13 were males and 22 females; half of the 
fatal recurrences occurred within six months of the 
initial episode. Exertion did not play a significant part 
in the provocation of recurrent bleeding. Four patients 


made an incomplete recovery from the illness and died 
after intervals varying from five months to twelve years. 
Eleven patients died of unrelated conditions. 

Of the surviving patients, five (4%) are completely 
disabled, but the remaining 115 (96%) are able to pursue 
some useful activity ; 79 (66%) have returned to their 
previous employment, 24 (20%) to lighter work, and 12 


(10%) have retired. Only 36 patients (30%) are com-. 


pletely symptom-free ; in half of the remainder (33%) 
symptoms are relatively trivial, but in the others (33%) 
they are disabling. 


Important residua include paralytic manifestations 


(10%), epilepsy (12.5%), headaches (36.6%, severe and 
persistent in 13.1%), mental symptoms presumed to be 
of organic origin (9%, severe in 4%), and anxiety symp- 
toms (26.6%). Five patients (4%) have required surgical 
treatment either owing to enlargement of an aneurysm 
or angioma or because of repeated attacks of bleeding. 

It is shown that the physical and mental sequelae of 
this illness are similar to those of severe head injury. 
Graduated activity is advised during the first few 
months after the haemorrhage, but, since there is no 
evidence to show that restriction of activity is of value 
in preventing recurrence, patients should be encouraged 
to live a normal life. Undue caution is valueless and 


may be positively harmful. Confident reassurance is an 


essential part of rehabilitation, and may even require the 
assertion that recurrent bleeding will not occur. Man- 
agement along these lines is likely to reduce the incidence 
of psychoneurotic sequelae. 


APPENDIX 
Follow-up Methods 


In the first instance a circular letter was sent to the address 
given by each patient on admission to hospital asking for 
information on the whereabouts of the individual concerned. 
It was realized that many patients would have removed from 
their former address, and for this reason the letter was 
written impersonally, and was addressed to, say, “John 
Smith or Occupier.” In addition to asking for information 
concerning the patient’s present whereabouts, it inquired 
whether, if still living at the same address, he or she 


would be willing to attend hospital for an interview. The . 


purpose of the investigation was mentioned briefly, and a 
stamped addressed envelope was enclosed for reply. Another 
letter was sent to the general practitioners of the patients 
concerned, asking for information about their progress and 
present health. 

The response to these letters was very gratifying, since 
replies were received from 142 patients or their relatives and 
from 134 doctors, and from these letters it was possible to 
assess in some degree the progress or present health of 153 
of the 172 patients who were discharged from hospital. 
Most of the surviving patients who replied agreed to come 
to hospital, and were interviewed ; a few who were prevented 
from attending by age or infirmity were visited where 
possible. Eight patients had removed to other parts of the 
country, but replied, and later, in response to a second letter, 
gave details of their progress since the illness ; in each case 
the letter had been forwarded by the present occupier of 
the house in which they had lived previously. One patient 
eventually received the letter and replied after it had gone 
to five separate addresses. Two other patients had emigrated 
—one to Israel, the other to Australia. The former patient 
replied to the original letter, which was forwarded to her by 


relatives, and the latter was eventually traced through the 


good offices of the Commonwealth Immigration Officer at 
Australia House. One patient was a Canadian Service-man 
when admitted to this hospital in 1944; his home address 
in Canada was recorded in his case notes, and he too replied. 
In the case of patients who had died since discharge, rela- 
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tives or neighbours were, as a rule, willing to give informa- 
tion in response to a tactful inquiry concerning the fatal 
illness ; in several other cases the general practitioner sup- 
plied such details. Sometimes the present occupier of the 
house spontaneously made inquiries and was able to trace 
the whereabouts of the patient. In no case was information 
refused. Only three patients who were physically able to 
attend the hospital refused to do so, but they were later 
visited at their homes. 

In certain instances it was possible to trace individual 
cases on very scanty information. Thus, to cite an example, 
the occupier of the house where Case 255 formerly lived 
said that he did not know where the patient was, but he did 
know that his brother was a jockey with Mr. X, at New- 
market. A telephone call to a firm of local turf commission 
agents was successful in obtaining the trainer’s address. A 
letter was written to the trainer, who passed it on to the 
jockey concerned. The jockey replied that he had not seen 
his brother for years, but gave his mother’s address. A letter 
to the mother was forwarded by her to the patient, who 
visited the hospital the following week. Similar manceuvres 
were necessary in tracing other cases, but eventually, with 
persistence, 159 patients were traced. Three of the remain- 
ing 13 cases were found with the help of the Tyneside 
Council of Social Service ; representatives visited the neigh- 
bourhood and were able to obtain the required information. 
Another eight were traced with the aid of a final-year student 
of the social studies department of King’s College, who 
visited the patient’s previous address and by tactful inquiry 
in the neighbouring houses and streets was able to discover 
what had happened to the patient in every case. Thus, in 
all, 170 patients of the 172 who were discharged from 
hospital were traced ; the only two who could not be found 
were serving in the Army when admitted to this hospital, 
and, although letters were forwarded to their last known 
addresses via the War Office, no replies were received. 

Of the surviving 120 patients, 104 were questioned and 
examined by me, and the remainder, who were inaccessible, 
forwarded whatever information was asked of them. 


I wish to thank the physicians of the Royal Victoria Infirmary 
for allowing me to consult their records and to examine their 
cases, and in particular I am grateful to Professor F. J. Nattrass 
for his advice and encouragement. I was able to examine the 
records of the Department of Neurosurgery, Newcastle General 
Hospital, through the courtesy of Mr. G. F. Rowbotham. I am 
also grateful to the many general practitioners in the North- 
eastern region who supplied information about their patients, and 
to Miss G. Nicholson, lady almoner of the Royal Victoria 
Infirmary, Miss Lois Armstrong, of the Department of Social 
Studies, King’s College, and to the numerous others who gave 
invaluable aid in tracing surviving patients. I must also thank 
Mr. C. F. Naylor and the staff of the Records Department, the 
Royal Victoria Infirmary, for their help, and Miss Audrey Cairns, 
who carried the main burden of the large amount of clerical work 
involved. 
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AND 
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(From the Peripheral Vascular Clinic, David Lewis 
Northern Hospital, Liverpool) 


The arterial route for the introduction of therapeutic 
substances has been used since the turn of the century 
in a wide field of disease. In 1899 Parlaveochio treated 
a severe infection of the limbs by injection of antiseptic 
solutions into the brachial and femoral arteries. 
Leriche and others used intra-arterial injections from 
1913 onwards for the administration of specific anti- 
sera, The pioneer work of Sicard and Forestier (1923) 
in the introduction of relatively innocuous radio-opaque 
materials into the arterial tree encouraged the use of 
this route for therapeutic agents. Intra-arterial vaso- 
dilator substances were apparently first used by Singer 
in 1943, and since this time numerous workers have 
used this method to improve the peripheral circulation 
with varying success. Their cases were varied, but all 
showed features of ischaemia. When success was 
obtained it was believed to be due to reduction of vaso- 
constriction as well as to the opening up of collateral 
channels. 


Present Investigation 


The present series consists of patients with organic 
occlusive arterial disease, subdivided into two broad groups: 
those presenting symptoms primarily of intermittent claudi- 
cation and those in whom ischaemic necrosis was para- 
mount. All patients with manifest coronary artery disease 
were excluded. A number of vasodilator substances have 
been used, with the aim of improving exercise tolerance in 
intermittent claudication or limiting the development of 
ischaemic necrosis. Table I shows the total number of cases 
which received treatment by this means, divided into the 
two above-mentioned groups for age and sex. 


Taste I 
Over 50 Under 50 
Total 
Male | Female Male | Female 
Intermittent claudication . . | 49 2 6 0 57 
Ischaemic necrosis ee 18 8 1 0 27 


The success of this method can be assessed in a number 
of ways, and we employed the following : (1) clinical ; (2) 
variation in oscillometry ; (3) exact estimation of exercise 
tolerance (walking) by means of the claudicometer ; and (4) 
immediate thermometric response. 

Clinical—Assessment by the patient of betterment was 
received critically. Good clinical criteria of improvement 
were: increased warmth, lessened pain both at rest and after 
exercise, nearer approach to normal colour, and evidence of 


healing. 
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Variation in Oscillometry—Pachon’s osciflometer was TaBLe II 
used throughout the investigation for determination of the ' 
existence of arterial pulsation or of any variation in ampli- No. of Cases 
tude after treatment. We have found it convenient to set Substance mF ie Intermittent | Ischaemic 
down our results, in arbitrary units, as follows : Claudication| Necrosis 
Papaverine 31 11 2 
R. L. Tolazoline +0 52 17 8 
knee 1 1 
W ss ‘opine 
Above ankle Nikethamide 3 5 -- 
Curare.. 1 1 
Claudicometry.—Exercise tolerance was measured by a 2 
machine with a moving platform originally described and Hydergine __.. 5 a 2 
called a claudicometer by Boyd (1949), and made for our 
clinic by Messrs. R. A. Loder and Co., of Manchester. The 


exact distance walked at any set speed can be measured 
accurately in yards, and the results are recorded as follows: 


CLAUDICOMETRY............ m.p.h. 
| R. 
Onset pain ha yd. d. 
Recovery time . . min. 


Immediate Thermometric Response-—The Cambridge skin 
temperature meter (“ unipivot” model) was used for this 
purpose. Skin electrodes were placed on the foot, calf, and 
thigh of the affected limb, with controls on the opposite 
side. Readings were taken immediately before the injection, 


- immediately after the injection, and serially for one to two 


hours. 
Technique 

We originally employed the pressure drip method as 
described by Mufson (1948), but more recently, except in 
the case of drugs which need considerable dilution, we have 
found a needle and 20-ml. syringe to be adequate. No 
special preparation of the patient, no local analgesia, and 
no incision were found to be necessary. A sharp-pointed 
short-bevelled needle, preferably size 19 B.w.G. and 2$ cm. 
long, with syringe attached, is plunged direct into the 
femoral artery. This manceuvre is more readily accom- 


plished, particularly in the obese patient, by directing the 


needle against the blood stream. In the case of alcohol and 
histamine the drip method, taking approximately 30 minutes, 
was used, but a rapid injection of tolazoline, acetylcholine, 
and papaverine by the syringe method appeared to have 
no disadvantages. Accuracy of arterial puncture, of particu- 
lar importance in the case of drugs such as acetylcholine 
which have undesirable side-effects when introduced intra- 
venously, is facilitated by elevation of the pelvis and ex- 
tension and external rotation of the limb. The procedure 
is safe and straightforward enough to be suitable for out- 
patient practice : the patients may safely be allowed to 
go home within a short time of the injection. For the 
period of eighteen months since the start of this work no 
aneurysms have developed, and only in one instance has a 
venous thrombosis occurred. 


Substances Used 


A number of substances, some of which we believe to be new 
in the field of intra-arterial therapy,are set out in Table II. 
It will be noticed that five drugs are placed in the first group 
and a greater number in the second. We received little or 
no encouragement to pursue the use of the latter, as benefit 
could not be demonstrated clinically or instrumentally in 
the small number of patients under observation. 

Tolazoline (Benzyl-imidazoline ; “ priscoline ”).—The in- 
tra-arterial use of this substance is already well known, 
having been originally used by Singer (1943), and later by 
Lynn (1950), amongst others. It was noted that in addition 
to the local dilatation there was an almost immediate general 
response, as shown by flushing of the face and occasional 


shivering, but no other side-effects. It has proved to be 
one of the best vasodilators we have used, in a dosage of 
50-100 mg. in 10-20 ml. of saline. 

Papaverine.—This appears to have been originally used 
intra-arterially by Singer in the form of “ eupaverin.” We 
used a dosage of 40 mg. of the sulphate in 20 ml. of saline. 
Side-effects were less than in the case of tolazoline, and, 
although there was not so much immediate superficial flush- 
ing of the limb, the results appeared to be as good. 

Alcohol.—We cannot find any previous reference to the 
intra-arterial use of this well-known vasodilator, despite its 
established place in the treatment of peripheral vascular 
disease. An interesting phenomenon which we saw re- 
peatedly was the entire absence of central effect, and in one 
case we were unable to demonstrate any alcohol in the 
returning venous blood at varying times after arterial intro- 
duction. The dosage of 15-20 ml. of absolute alcohol in 
150-180 ml. of saline was given by the pressure-drip method. 
No side-effects were noted, but the results were not so good 
as with the two previous substances. 

Acetylcholine-—This seems to have been first introduced 
by Singer in 1943, and since that time it has been used by 
Oudot (1947) and Stolte (1950) in varying dosage. We found 
results were better with higher doses, such as 100 mg. in 
5 ml. of saline, but they were not comparable to those in 
the case of tolazoline and papaverine. No side-effects were 
noted apart from transient blurring of vision in one case. 

Histamine—This substance appears to have been used 
originally by Mufson (1948), and was later described by 
Mackey (1950) in 12 cases. Our experience leads us to 
believe that it is of some value in a dosage of 3 mg. of 
histamine acid phosphate in 150ml. of saline drip. 

Tables III and IV summarize the results—in cases of both 
intermittent claudication and ischaemic necrosis—which we 
obtained with the use of these five substances. In amplifi- 
cation of these tables representatives cases are described for 
each substance used (numbered 1-9). 


TaBLe III.—ZIntermittent Claudication 


Improvement Immediate 
Clinical | ‘metric | metric | Response 
1 |A oline 4 2 0 1 3 
2 | Alcohol 6 3 2 a 2 
3 | Histamine 6 4 0 5 6 
4 | Papaverine 11 8 2 8 10 
Si jine 17 12 2 13 15 


TaBLe IV.—Ischaemic Necrosis* 


No. Immediate 
Case| Substance Clinical Oscillometric 

No. Used -_. Improvement | Improvement Response 
6 | Alcohol 6 1 0 res 
7 | Histamine 6 3 1 6 

8 | Papaverine 2 0 0 i 

9 i 8 2 1 8 


ia 
1 
oe 

§ 


| 
i 


af 

af 

a 


2 


| 
{ 
| 


— 
AL 
HE 
sm 
| 
utic 
ury 
ted 
1es. = 
om 
nti- 
23) im 
jue 
of 
ser : 
ive : 
on 
all 
ral 
dic 
= 
ii- 
se 
ve 
of 
es 
| 
it 
Tt 
f 
* Claudicometry was impracticabie in this group. 
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Case Reports 
Case 1.—A male pensioner, aged 68. Four months’ pain 
in left calf on walking 280 yards. Has had tolazoline and 
vitamin E. No pulses below left femoral—calcified arteries ; 
no oscillations below left knee. Given three injections of 
acetylcholine in three weeks. Can now walk 610 yards at 
14 miles an hour. 


Case 2.—A tram-driver aged 55. Pain in right calf on 
walking 220 yards. No previous treatment. No pulses 
below right popliteal : oscillations, minimal at right ankle. 
Two alcohol drips in one week. Can now walk 260 yards 
at 2 miles an hour. Oscillations improved ; pulses returned 
below knee. 

Case 3.—A retired pilot, aged 63. Eight years’ pain in 

_ left calf on walking 60 yards. Has had “amechol ” ionto- 
phoresis and T.E.A.B. No pulse below left femoral and 
right knee : oscillations minimal below knees. Given three 
injections of histamine into left femoral artery in one month. 
Can now walk 130 yards at 2 miles an hour. Pulses and 
oscillations unchanged. 


Case 4—A master butcher aged 70. Nineteen years’ 
history of pain in right calf at rest and after walking 110 
yards. Ten years’ treatment by amechol iontophoresis: no 
pulses either leg below femorals and no oscillation at ankles. 
Given two injections of tolazoline and two of papaverine in 
six months. Can now walk 710 yards at 2 miles an hour 
without pain. Oscillation and pulses not improved. 


Case 5A labourer aged 62, off work. Eight months’ 
history of pain in left calf on walking 50 yards. Six months’ 
treatment with tolazoline by mouth—not much improved ; 
no pulses in left leg below femoral, minimal oscillations be- 
low knee, and none at ankle. Given three intra-arterial 
injections of papaverine and four of tolazoline in three 
months. Can now walk 880 yards at 2 miles an hour with- 
out pain. Oscillometry improved, but no pulses have 
returned. He was back at work after five injections, 


Case 6.—A contractor aged 67. Intermittent claudication 
left calf for six months ; could walk 25 yards only ; later, 
ischaemic necrosis of left foot. No pulses and minimal oscil- 
lations below left knee. Given two alcohol drips in two 
months ; ultimate amputation above knee. 


Case 7.—A commercial traveller aged 71. Diabetic; 
necrosis of right big toe for six weeks with preceding 
intermittent claudication for two years; could walk 200 
yards only. Oscillations minimal below knee; no pulses 
below right femoral. Three injections of histamine plus 
penicillin in two weeks. Amputation of toe; complete 
healing, and ultimately able to walk 880 yards at 2 
miles an hour. 

Case 8—A woman aged 77. Gangrenous right foot; 
oscillations minimal below knee; no pulses below right 
popliteal. Three injections of papaverine in three weeks ; 
later, above-knee amputation. Moderate amount of bleed- 
ing at operation, and stump healed well. 


Case 9.—A male pensioner aged 67. Necrosis of left big 
toe after Keller’s operation ; no history of claudication, but 
pulsation absent below both femorals; oscillations all 
reduced. Six injections of tolazoline in six weeks: wound 
healed. 


Remaining Substances of the Second Group (see Table II) 


The use of adrenaline and atropine was prompted by some 
work by Burn and Dutta (1948). Adrenaline caused a 
marked rise in blood pressure and intense superficial vaso- 
constriction in the limb in a case of intermittent claudica- 
tion. Atropine in two cases gave rise to rigors. The use of 
‘nikethamide was entirely empirical and intensely painful. 
Curare has been used by Enria et al. (1950), who studied its 
inhibitory action on the neuromuscular synapses of volun- 
tary muscle ; they thought that this drug might also be effi- 


cacious in the treatment of obliterative arterial disease. We 


were unable to confirm improvement with curare (p-tubo- 
curarine chloride), or with gallamine triethiodide (“ flaxe- 
dil”), a synthetic curarizing agent, with the dosage used, 
5 mg. and 50 mg. respectively. It was again observed, as 
in the case of alcohol, that there was no demonstrable 
central effect, though local transient paresis and obliteration 
of deep refiexes in the limb were a striking feature. 

We have used cytochrome in conjunction with tolazoline 
in cases of ischaemic necrosis, with a view to further aug- 
menting the oxygen supply to the tissues. The number of 
cases has been too small for an opinion about the possible 
advantages of this combination. Hexamethonium iodide in 
our hands reduced the blood pressure to alarming levels 
without any apparent local benefit. We used “ hydergine ” 
(a mixture of dihydroergocornine, dihydroergocristine, and 
dihydroergokryptine) in four patients, but could not substan- 
tiate the claim of Kappert (1949) and others, who obtained 
excellent results in a high percentage of cases. The only 
reference we can find to the use of sodium nicotinate intra- 
arterially is by Catalano (1946), but in one case, and in 
a dosage of 30 mg. in 20 ml. of saline, we found it was not 
well tolerated. Procaine, also mentioned by Burn and 
Dutta as possessing adrenolytic and »sympatholytic effects, 
was found in two cases to be neither clinically nor instru- 
mentally beneficial, but owing to the smallness of the group 
its usefulness cannot be excluded. 


Discussion 


In cases of degenerative arterial disease one cannot pro- 
duce, in the present state of knowledge, a reversal of the 
pathological process, but treatment can be directed to- 
wards facilitating compensatory mechanisms. One such. 
method is by the use of vasodilator substances. Should 
these be permitted to act over the whole body, however, 
vasodilatation in the more normal vasculature may divert 
blood from the ischaemic limb. Adequate concentration at 
the site of the lesion is more readily attained intra-arterially 
than by other routes, and it has the additional advantage that 
side-effects are minimized. Vasodilatation is produced 
either by blocking sympathetic motor pathways by action 
on nerve terminals in the vascular smaoth muscle or by 
counteracting the constrictor effects of chemical substances 
formed at myoneural junctions. Drugs are available with 
either or, in some cases, both these effects. In considering 
the relative merits of surgical sympathectomy and the 
method under discussion, it is important to determine to 
what degree the sympatholytic action is potentiated by local 
action on the smooth muscle of the small blood vessels. 
Swan’s plethysmographic studies (quoted by Lynn, 1950) 
demonstrated increased blood flow in an already sympathec- 
tomized limb following the intra-arterial injection of 50 mg. 
of tolazoline. 

On this theoretical basis, and from our own observations, 
we believe that the intra-arterial injection of vasodilator 
drugs offers a good alternative to more elaborate surgical 
procedures. A large proportion of patients precluded from 
sympathectomy by generally adopted criteria of age, general 
condition, etc., can now be offered a mode of treatment 
which, we find, produces better results than other forms of 
therapy available to them. In patients eligible for sympa- 
thectomy we feel that a therapeutic trial with a course of 
intra-arterial vasodilator drugs may in a proportion of cases 
render surgery unnecessary. Improvement may also be 
anticipated in the unfortunate patients whose symptoms per- 
sist or recur after sympathectomy. 

In the opening months of the present investigation the 
method was approached with some hesitancy, but increasing 
experience and the absence of unpleasant sequelae have 
proved to us that intra-arterial injection in the lower limb 
is a safe procedure and, we believe, a valuable one. The 
optimum frequency of injections is best determined on an 
individual basis : weekly injections in the earlier stages, 
with wider spacing later, according to response, has been 
our practice. 
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Summary 


A series of cases of occlusive vascular disease is de- 
scribed in the management of which intra-arterial injec- 


tions of vasodilator substances have been used and their © 


relative values discussed. 


Improvement in a large percentage of our patients has 
encouraged us in the use of this method on an increasing 
scale. It is well within the scope of out-patient proce- 
dures, and offers a beneficial and convenient aid in the 
treatment of peripheral vascular disease. 


Acknowledgments are gratefully made to Mr. J. B. Oldham 
for his constant help, encouragement, and criticism, and also to 
Messrs. Boots, to Ciba Laboratories Limited, to Messrs. May 
and Baker, and to Sandoz Products Limited for the supply of 
drugs and literature. 
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BLOOD TRANSFUSIONS IN 
PARAPLEGIC PATIENTS WITH © 
TOXAEMIA 
BY 


J. J. WALSH, M.B., B.Ch. 
Senior Hospital Medical Officer at the Ministry of Pensions 
Spinal Injuries Centre, Stoke Mandeville 
Hospital, Aylesbury 


Malnutrition is a common finding in spinal paraplegic 
patients. It occurs as a result of the depletion of the 
body’s protein reserve, due to infection of the urinary 
tract and pressure sores, combined with poor appetite 
and consequent low food intake. The loss of protein 
oozing from the sores and urinary tract may vary from 
5 to 50 g. daily (Poe1, 1946), and this can result in 
extreme degrees of malnutrition, as exemplified in 
numerous paraplegics on admission to this centre. The 
assessment of plasma proteins was not found to be a 
reliable guide to degrees of malnutrition in these 
patients, for persons with an extreme degree of emacia- 
tion comparable to that found in inmates of concentra- 
tion camps may show a normal or only slightly dimi- 
nished total value, although the albumin/globulin ratio 
is invariably altered and as a rule reversed. 

If oozing of protein from sores and the urinary tract 
were the only factor in the development of malnutrition 
one would expect that its replacement by transfusion of 
plasma or synthetic preparations, such as “ casydrol,” 
would be effective in treating the malnutrition in these 
cases. However, experience gained in this centre has 
repeatedly shown that this is not so, as another and more 
important factor has to be considered—-namely, the pro- 
found effect of sepsis on the haemopoietic system. These 
patients invariably show signs of anaemia, although the 
exact degree may be clouded by haemoconcentration 
following frequent vomiting. In most cases admitted 
with multiple bedsores, which are nearly always accom- 


panied by heavy urinary infection, the haemoglobin 
estimation shows a reading below 75% and often as 
low as 50%. In such cases osteomyelitis of the under- 
lying bone is the rule rather than the exception, and, 


as shown by x-ray examination, the amount of bone © 


involvement is often far greater than would be expected 
from the size and appearance of the sores. Numerous 
paraplegics admitted from their homes or from other 
hospitals showed infiltration of the infection into the 
joints, leading to septic arthritis, and in some cases even 
resulting in complete disintegration of the head of the 
femur. It is our experience that such sepsis depresses 
haemopoiesis, and the resultant anaemia in turn renders 
the patient less able to overcome the infection, thus 
establishing a vicious circle. 

Attention has previously been drawn to the profound 
effect which frequent blood transfusions have in combat- 
ing the nutritional deficiency in paraplegics with tox- 
aemia (Guttmann, 1945, 1946, 1949), and during recent 
years blood transfusions have become in this centre the 
most important routine method of restoring nutritional 
deficiency and promoting the healing of pressure sores 
in paraplegic patients. In this connexion it may be 
noted that the local treatment of sores and urinary infec- 
tion alone, or even if combined with systemic chemo- 
therapy and antibiotics, is infinitely less effective in these 
toxic cases than when preceded and accompanied by 
blood transfusions. Furthermore, in many cases of 
paraplegia the stage is reached when pressure sores are 
clean, urinary infection appears to be well controlled, 
and haemoglobin estimations are apparently satisfactory 
(80-90%), yet the rate of healing of the sore is very 
slow or the condition may even become quite static. 
In such cases a blood transfusion is usually effective 
in promoting a quicker healing rate. 


The number and frequency of transfusions and the 


amount of blood given at each transfusion depend, as 
would be expected, on the individual case, but, in 
general, the greater the area of ulceration and the more 
toxic the patient the more frequently are blood trans- 
fusions required. In the routine treatment of a new 
admission with extensive bedsores 3 to 4 pints (1.7 to 
2.3 litres) of blood are given in the first few days, 


followed by a weekly transfusion of 1 to 2 pints (0.6 to 


1.1 litres) until such time as the patient's clinical condi- 
tion shows that he has overcome the toxaemia, and until 
his blood count remains high. In many such patients 
20 to 30 pints (11.4 to 17 litres) of blood were required 
in the course of 8 to 10 weeks, and in one particularly 
serious case of profound sepsis with 14 sores, including 
two open joints, 76 transfusions were given over a period 


of seven months before his condition was satisfactory. 


and his blood picture stabilized. 

One serious drawback was that numerous patients, 
after a variable number of whole-blood transfusions, 
developed undesirable reactions to subsequent trans- 
fusions, despite the fact that no incompatibility was 
demonstrable in vitro. Investigations were carried out 
with a view to overcoming the difficulty, and the pur- 
pose of this paper is to draw particular attention to the 
encouraging results achieved with transfusions of red- 
cell suspensions in such cases. 


Method and Material 
In all cases stored blood of homologous group, one to ten 


‘days old, was used, and it has been our experience that the 


fresher the blood the more efficacious was the transfusion. 
The blood was supplied by the regional transfusion service. 
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The anticoagulant mixture used was 2.5% disodium citrate 
with 2% glucose. The blood was prepared by removing the 
supernatant plasma from a well-settled bottle of blood and 
replacing it with an equal quantity of pyrogen-free sterile 
normal saline. The leucocyte gel layer lying between the 
red cells and the plasma was not removed. With one excep- 
tion, the cell suspension was transfused within eight hours 
of preparation. The rate at which the blood was given 
varied, the average time for 1 pint being one and three- 
quarter hours; in some cases, owing to prolonged veno- 
spasm or because small veins had to be used, a transfusion 
of 2 pints took up to six hours. 

All the 22 patients transfused were suffering from para- 
plegia due to spinal lesions at various levels (7 cauda equina 
and 15 cord lesions), and the majority were in a septic condi- 
tion at the time of transfusion. Of these 22 patients 19 had 
previously received 65 transfusions, totalling -92 pints (52 
litres) of whole blood. On 40 occasions there were un- 
desirable reactions, and each patient exhibited one or more 
of the following: repeated rigors ; pyrexial rise of more than 
2° F. within three hours of transfusion; generalized urti- 
caria ; and chest and back pains with dyspnoea. 


Results 


The 22 patients under review in this paper received 62 
transfusions of cell suspension, and altogether 91 pints (51.5 
litres) of this type of blood transfusion were administered. 
The cases can be conveniently divided into the following 


groups (see Table I). 


Group 2 (7 Cases).—The very poor general condition of 
the patient, or some other special circumstance, made it 
advisable to take all possible steps to avoid even a minor 
upset, and for these reasons transfusions of cells in saline 
were given, although there had not been reactions with 
previous whole-blood transfusions. In none of the cases 
of this group were there any undesirable reactions after the 
transfusions with cell suspension. 

Group 3 (4 Cases).—In these patients undesirable reactions 
were observed after transfusions with cell suspension. In 
analysing these cases it seems to be very doubtful whether 
the reactions observed in Case 19 represent genuine allergic 
reactions to the cell suspension at all. In this case each 
whole-blood transfusion produced a severe urticarial re- 
action. Next, three transfusions of cells in saline, totalling 
4 pints (2.3 litres), produced no reaction whatsoever. At 
a fourth transfusion 1 pint of cells in saline was given 
without reaction, then a second pint produced a severe rigor, 
with a rapid rise of temperature to 103° F. (39.4° C.) and 
general malaise. A pyrexial illness with repeated rigors 
followed, and with intensive chemotherapy subsided after 
three days. Investigation showed that the second bottle of 
cells in saline had been prepared for a different patient nine 
days earlier, and through a mistake was given, after this 
long interval, to Case 19. In Case 20 whole-blood trans- 
fusions had always produced protracted shivering, sometimes 
with pyrexia of 1 to 2° F., sometimes with no rise in 
temperature. Reaction occurred within a few moments of 
beginning transfusion and continued for one to two hours 
afterwards. When 1 pint of cells in saline was given, practic- 
ally the same reaction was produced with no rise of tempera- 


TABLE I 
ture, and again continued for about an hour after trans- 
No. of ae ray ar fusion had ceased. A second transfusion of cells in saline, 
Can ; Pints of | No. of Transfusions| Pints of |N°.°f consisting of 2 pints, caused no obvious reaction. In Cases 
No. — } nee mg Rf | Cells in | _— 21 and 22 one out of two transfusions with cells in saline 
| a | produced rigors with rise of temperature of 1 and 2° F. 
1 12 15 7 3 | 6 | @ respectively. In each case 1 pint of whole blood had pro- 
2 3 4 3 4 | 6 | @ d “ae ; 
3 3 3 > 4 | 6 0 uced similar reactions. 
Comparative investigations of haemoglobin and red cells, 
6 6 8 5 3 3 0 following both whole-blood and cell-suspension transfusions, 
3 3 have been carried out ; examples are presented in Table II. 
10 3 ; | 0 
il 4 7 1 2 3 0 Taste II 
4 4 No Amount | Amount 
2 | Before, 71% _4-2m 1 Before, 73% 3-6 m 
| After, 75% After, 88% | 4-6 m. 
19 6 10. 6 4 6 1 4 1 Before, 55%! 3-2 m. 1 Before, 76% | 39m 
20 4 5 4 2 3 1 After, 56%" | 3-3 m. After, 889 46m 
1 i 3 2 i 2 | Before, Notavail.| 2 | Before,59%%) 3-3 m 
22 1 1 1 2 3 1 After, 857 After, 7 | — 
3 3 Before, 46% 2-8 m. 2 Before, 6 ey 2:7 
Total 65 92 40 62 92 4 | After, 82% ‘Im. | After, 90%" ;_ avail. 
1 pint=0-57 litre approx. 
Comments 


Group 1 (11 Cases).—Most of these had no reaction with 
the early (1-3) whole-blood transfusions, but subsequent 
whole-blood transfusions invariably produced reactions. On 
the other hand, in none of these cases were any. reactions 
encountered after transfusions with cell suspension. This 
was, of course, especially important in those cases (for 
example, 8 and 10) in which repeated transfusions, some 
of them at short intervals, were vitally necessary. Case 4 
significantly demonstrates the value of the cell-suspension 
transfusions in a patient with a cauda equina lesion, suffer- 
ing from a grossly infected ischial pressure sore with osteo- 
myelitis of the underlying bone. Three of the four whole- 
blood transfusions produced very marked generalized urti- 
caria, with severe irritation. Next, 1 pint (0.6 litre) of cells 
in saline was given without any reaction whatsoever. This 
was followed by 1 pint of whole blood, which again pro- 
duced a marked urticarial reaction (10 minutes after the 
start of the transfusion). A subsequent transfusion of 2 
pints (1.1 litres) of cells in saline was uneventful. 


A number of workers have reported on the use of both 
concentrated red cells and red-cell suspensions. As early 
as 1918 Oswald Robertson published a description of a 
method of preparing suspensions of preserved red cells in 
gelatin saline. More recently, McQuaide and Mollison 
(1940) and Williams and Davie (1941), reporting on the 
use of concentrated red cells, noted that reactions were 
fewer than when using whole blood. Watson (1943), Alt 
(1943), and Cooksey and Horwitz (1944), using red-cell 
suspension, all noted that the percentage of reactions was 
as low as or lower than when using whole blood. No 
data have been available so far on this problem in spinal 
paraplegics suffering from septic conditions. Our results 
clearly show that in these cases the percentage of reactions 
following transfusions with cell suspension is negligible and 
far below that found after transfusions with full blood. 
This suggests that the factors mainly responsible for the 
undesirable reactions following transfusions in these cases 


were present in the supernatant serum. One point which. 
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may be worth stressing is that in our cases the leucocyte 
gel layer lying between the red cells and the plasma was 
not removed during preparation of the suspension. Leaving 
this gel did not seem to play any part in the incidence of 
reactions. This contrasts with the impression of McQuaide 
and Mollison, who thought it possible that the leucocyte 
gel might have been at least partly responsible for the rather 
high reaction rate found in their series of transfusions with 
stored whole blood. 

It is generally agreed that some of the aetiological factors 
responsible for the allergic reactions following blood trans- 
fusions are most common in individuals with a past history 
of allergic disease. Of the patients treated in our present 
series only two gave such a history. Case 16 had hay-fever 
and asthma for some years, and actually had a number of 
severe attacks over the period during which he was being 
transfused. However, there were no reactions in connexion 
with the transfusions with cell suspension. Case 10, who 
produced a marked generalized urticaria after 1 pint of 
whole blood, and in whom no reaction was induced by cells 
in saline, never had any allergic phenomena himself, but 
his child suffered from severe hay-fever. Skin tests for 
sensitivity to plasma, however, were not carried out in any 
of these patients. 

The other important problem, apart from the question of 
reactions, is whether or not the cell-suspension transfusion 
is as effective in counteracting malnutrition and septic condi- 
tions and improving haematopoiesis and the general condi- 
tion of the paraplegic patient as the whole-blood trans- 
fusion. Judging from the haemoglobin and red-blood-cell 
estimations (Table II), and the clinical condition of our 
patients before and after transfusion, it can be concluded 
that the cell-suspension transfusions were found to be at 
least as beneficial as the whole blood. 


Summary 

The immense value of repeated blood transfusions— 
the most effective method in the treatment of spinal 
paraplegics suffering from malnutrition and septic con- 
ditions due to infection of pressure sores and the urinary 
tract—is stressed: 

In a series of 22 patients the occurrence of undesirable 
reactions following blood transfusions is discussed. 

Transfusions with cell suspensions in saline were 
found to be more effective in decreasing the incidence 
of undesirable reactions than whole-blood transfusions. 

Certain factors responsible for allergic reactions fol- 
lowing blood transfusions are discussed. 


My thanks are due to Dr. L. Guttmann for his encouragement 
and help in writing this paper. 
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According to Dr. Niels Sjérslev, medical director of the 
Fight Against Tuberculosis in Denmark, his country’s tuber- 
culosis sanatoria cannot be kept full. There are not enough 
cases in Denmark requiring sanatorium treatment. Dr. 
Sjgrslev was speaking in London before a joint meeting of 
the Anglo-Danish Society and the National Association for 
the Prevention of Tuberculosis called to hear about a scheme 
for sending British children with tuberculosis to the Vording- 


borg Sanatorium in Denmark. 


USE OF A FUCHSONIUM COMPOUND 
FOR NON-SPECIFIC CERVICITIS AND 
VAGINAL THRUSH 


BY 


D. McKAY HART, MB., ChB. F.R.F.PS. 
F.R.C.0O.G. 


AND 


C. HUTTON BROWN, M.B., Ch.B., M.R.C.O.G. 


(From the Western Infirmary, Glasgow, and the Royal 
Maternity and Women’s Hospital, Glasgow) 


The treatment of vaginal discharge has always been a 
troublesome problem. This is obvious from a scrutiny 
of the literature, in which a multitude of remedies are 
recommended with varying claims of success. In those 
cases in which the discharge is related to an organic 
lesion or to a specific infection the question resolves 
itself into the relatively simple one of treating the cause. 
There remain, however, a very large number of patients 
in whom no gross organic lesion is present and from 
whom no definite pathogen can be isolated. It is these 
patients who prove most difficult to treat, especially as 
the remedies must of necessity be largely empirical. In 
current medical literature the condition has been referred 
to loosely as “ non-specific cervicitis.” : 

Various treatments for this condition have been tried 
and recommended. For some time it was thought that 
the reaction of the vaginal fluid was most important, 
and local treatment with lactic acid in some form was 
very popular. Occasionally other acids were employed ; 
for stance, acetic acid as a vinegar douche. In more 
recent times claims have been made on behalf of sulphon- 
amides and antibiotics, but it is remarkable that gentian 
violet still finds a place in the treatment of this con- 
dition, and it is the only remedy which seems to have 
maintained its place as a vaginal therapeutic agent over 
a long period. We have made use of these various 
remedies, and have found gentian violet the most effec- 
tive. It has, however, certain disadvantages. It stains 
hands, clothing, and bed-linen, and sometimes causes 
severe irritation and even “burning” of the tissues. 
With this in mind we have been searching for a sub- 
stance similar to gentian violet but without its disad- 
vantages. Recently we have made a clinical trial of a 
new preparation containing a sulphonated derivative of 
fuchsonium and sodium biborate. Altogether we have 
treated 80 cases of “non-specific cervicitis” and 60 
cases of vaginal thrush. 

It is convenient to consider the cases in two groups, 
Group I being the 80 cases of “ non-specific cervicitis ” 
and Group II the 60 cases of thrush. 


Group I 

The patients in this series were drawn from the gynaeco- 
logical clinics of two hospitals in the City of Glasgow, and 
were under the personal care of either D. M. H. or C. H. B. 
Most of them were in the child-bearing age group, the aver- 
age age being 32.3 years, with extremes of 19 and 66 years. 
Seventy-one were parous, the average parity being 2.1. The 
main complaint was of vaginal discharge accompanied by 
a varying degree of vulvar and vaginal irritation and discom- 
fort. The average duration of these symptoms was 2.3 
years, with extremes of 6 weeks and 11 years. 

The discharges varied very much in character, but could 
be divided roughly into three types according to the colour— 
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Tasie I 
Type of Average Average Average 
Frequency Age | Parity 
White 42% 30-7 1-9 24 
Brown a 2-0 20 


white, yellow, and brownish. An attempt was made to 
relate the type of discharge to the age, parity, and duration 
of the complaint. The figures are shown in Table I. It 
will be seen that there is little variation between the groups. 
Subjective symptoms such as pruritus and vaginal irritation 
were more severe in those patients with a yellow or brownish 
discharge. 

ee AF each visit a fresh swab of the discharge 
was obtained and the vaginal flora was graded according 
to the classification of Cruickshank and Baird (1930) and in 
relation to the colour of the discharge. The results are 
shown in Table II. As would be expected, almost all the 


Taste II 
Grade 
White Yellow Brown 
20° 33-49 


cases fell within grades B and C. A few cases with grade A 
flora were found in the group with a white discharge. Fresh 
smears showed a mixed flora in grade B and C, including 
staphylococci, streptococci, coliform organisms, and diph- 
theroids. Culture by ordinary methods yielded a similar 
mixture of bacteria with no constant relationship between 
the type of organism and the symptoms of the patient. With 
treatment the flora changed, but again it was impossible to 
relate the change in any one organism to the response of 
the patient. The most significant feature was the return of 
Déderlein’s bacillus in cases in which it had previously been 
absent. Attempts were made to culture bacteria from the 
discharges on specially enriched media, and it was noted that 
in 65% of cases a small diphtheroid organism could be 
isolated. This organism appeared to be related in some way 
to the patient’s condition. It was abundant initially, gradually 
diminished as the discharge cleared, but persisted when the 
discharge did not respond to treatment. Further observation 
will be required, however, before any definite opinion of its 
nature and significance can be given. 

Mode of Treatment.—Originally the preparation was 
applied by the clinician twice weekly in the form of a white 
cream to the cervix and vault of the vagina. This mode 
of application presented a little difficulty, and at a later date 
the cream was obtained in tubes with a patent plastic appli- 
cator. After careful instruction in their use by the clinician 
these tubes and applicators were supplied to the patients, 
who applied the cream each night on retiring. About a 
quarter of the contents of the tube was used at each inser- 
tion, but ultimately pessaries were obtained which could be 
inserted by the patient before going to bed. 

Results——Of the 80 cases treated, 70 had rapid relief: of 
subjective symptoms, the pruritus and irritation disappearing 
after two applications. The discharge persisted, however, 
for longer, but subsequently 61 cases were completely cured, 
the discharge and all associated symptoms disappearing. In 
the remaining nine patients who showed initial improvement 
the discharge was greatly reduced and became white and 
odourless. Ten cases responded unsatisfactorily to treat- 
ment. There was slight relief from subjective symptoms, but 
the discharge was as profuse as before. No difference could 
be found between the discharge in these patients and in 
those who responded to treatment except in one case in 
which Trichomonas vaginalis was present. All of these 
failures occurred in the earlier part of the series, when treat- 
ment was applied only twice weekly, Subsequently seven 


of these patients returned and were given daily treatment. 
All of them responded satisfactorily, with the exception of 
the case showing trichomonads in the discharge. The aver- 
age number of applications required in those patients who 
responded initially was 4.5, with extremes of 2 and 9. In 
those cases in which the response was satisfactory after more 
vigorous treatment nine applications were required on an 
average. In this series, then, 83.7% of the patients were 
“cured,” and another 11% were much improved. 


Group Il 

This series of 60 cases of vaginal thrush occurred in preg- 
nant patients. All presented the typical signs and symptoms 
—a marked irritation associated with white spots on an 
inflamed vaginal mucosa and a yellow cheesy discharge. In 
all cases the disease was related to pregnancy and there was 
no history of any symptoms before conception. There was 
no apparent relationship between the incidence of infection 
and the age of the patient, but multiparous patients were 
ee often affected, the average parity in this series being 

ee. 

Bacteriology.— Microscopical examination of fresh smears 
showed that the vaginal flora in almost all cases fell into 
grade B, and the main feature was the presence of the yeast 
Candida albicans. 

Treatment and Results.—Treatment was carried out in the 
same manner as in Group I. The result was quite striking. 
Relief was almost immediate. All signs and symptoms dis- 
appeared within 7 to 10 days. It was remarkable that, 
although the symptoms were relieved, the Gram-positive 
yeast buds could still be demonstrated in vaginal smears for 
several days after all discharge had ceased. Eventually, 
however, they disappeared. All cases responded. As in the 
previous series, irritation was relieved after one or two appli- 
cations of the cream. The discharge ceased and all signs 
of inflammation disappeared after four or five treatments. 


Discussion 


In Group I 83.7% of cases were “cured” and a further 
11% improved. The remaining 5% could be regarded as 
failutes, although these included one case of trichomonad 
infestation and three patients who could not be traced in a 
subsequent follow-up. It is interesting to note that 18 cases 
of this group had previously been treated by us, using 
vinegar douches, “ dettol,” various antibiotic substances, and 
arsenical preparations without success. Subsequent treat- 
ment with the present preparation proved satisfactory. 

Siegler (1946) reports the results of treatment of 230 cases 
of vaginitis with sulphathiazole jelly. Of these cases, 83% 
were regarded as cured, 10% were improved, and 8% were 
unsatisfactory. It is important, however, to note that this 
group included cases of trichomonad infestation, moniliasis, 
and gonorrhoea as well as non-specific infections. 

Rakoff (1945) recommends acid douches and acid jellies 
for non-specific vaginal discharge, but in our hands these 
have not proved very satisfactory. In our experience 
gentian violet has hitherto been the most effective agent, 
and a similar opinion is held with regard to the treatment 
of moniliasis (Rakoff, 1945; Kuder, 1946; Mcllrath, 1946). 
It has the disadvantage, however, of staining everything with 
which it comes in contact, and where there is excoriation it 
sometimes proves irritating. The preparation we used, which 
is chemically akin to gentian violet, has none of these dis- 
advantages, being non-staining and non-irritating. 


Summary 
Eighty cases of vaginal discharge were treated with a 
fuchsonium compound. All but one were of non- 
specific type. 
Of these cases 83.7% were considered to be cured, 
11% were greatly improved, and 5% were unsatisfactory. 
Of the latter, one was a case of trichomonad infestation. 
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The average number of treatments required in the 
satisfactory cases was 4.5. 

Forty cases of monilial infection in pregnancy treated 
with the same preparation were all regarded as cured. 


We thank Messrs. Camden Chemical Co. for liberal supplies of 
this compound, which is marketed under the name of “ pruvagol.” 
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RADICAL DUODENOPANCREATECTOMY 
FOR PAPILLOMA OF THE 
PANCREATIC DUCT 


BY 


W. GARDEN HENDRY, M.B., F.R.C.S. 


Consultant Surgeon, Highlands Hospital, Winchmore Hill, 
London, N.21 


The case described below is presented as a pathological 
rarity. F. M. Owens, in 1948, mentioned a similar case, 
details of which are appended below, but no other case 
can be traced in the literature. Willis (1948) makes no 
mention of the condition, nor does Brunschwig (1942) 
or Boyd (1947). The recent literature on the operative 
removal of the pancreas confines itself to (1) tumours of 
the ampullary region ; (2) tumours of the pancreas itself, 
usually designated as adenocarcinoma ; (3) tumours or 
enlargements of islet tissue ; and (4) chronic pancreatitis. 


Case History 

A storekeeper aged 50 first came under observation in 
October, 1950, when he had already had pain in the right 
upper abdomen for one year. It occasionally radiated to 
the back and then was referred to an area over the angles 
of the left tenth, eleventh, and twelfth ribs. The pain was 
occasionally severe, but usually simply a dull ache. It 
seemingly had no relation to food, nor had it impaired his 
appetite or digestion. The bowel action remained regular, 
and there were no symptoms referable to any other system. 
His general health was good, and at no time had he been 
jaundiced. He had had diphtheria 40 years previously and 
haemorrhoidectomy 11 years ago. 

A complete general examination revealed no abnormality, 
and the only positive abdominal sign was slight tenderness 
over the fundus of the gall-bladder on deep inspiration. 
A cholecystogram showed a gall-bladder functioning well 
and no radiological evidence of gallstones. A clinical diag- 
nosis of probable cholecystitis was made and a fat-poor 
diet, with the addition of cholagogues, was prescribed for 
a trial period. I saw him again in February, 1951, but there 
was no change in the syndrome of fairly constant pain of 


the same distribution, with momentarily severe attacks. | 


There was still no upset in digestion, no jaundice, or any 
deterioration in general health. Examination again revealed 
nothing wrong except a tender gall-bladder on deep inspira- 
tion. Laparotomy was now advised and accepted. 
Operation—On March 2, under general anaesthesia 
(thiopentone, gas and oxygen, and intermittent intravenous 
curare), a right upper paramedian incision was made. The 
gall-bladder was not distended, but was slightly thickened 
and opaque. The whole pancreas, including the uncinate 
process, was thickened and nodular, but no definite separ- 
ate tumour could be felt in the head. The gland was thought 
to be the site of an obstructive lesion in its main duct 


system, most probably a carcinoma. On this account it 
was decided that an attempt at radical cure should be under- 
taken ; but, whatever the nature of the lesion, it was obvi- 
ous that pancreatectomy alone would abolish the severe 
continual pain. 

Technique.—Radical duodenopancreatectomy was per- 
formed, closing the fourth part of. the duodenum and 
dividing the pancreas so as to leave only a small piece 
of the body and the tail. The following reconstruction 
was undertaken: The first loop of the jejunum was drawn 
up in front of the transverse colon and into its apex was 
implanted the common bile duct, with the help of a small 
rubber tube. The stomach was implanted end to side into 
the efferent limb. The raw pancreatic area was oversewn 
with interrupted sutures of catgut and linen thread, after 
ligature of the pancreatic duct. Drainage was provided for 
the biliary anastomosis and the pancreatic stump. The 
whole procedure took four and three-quarter hours, and 
during it the patient was transfused with 4 pints (2.2 litres) 
of blood to replace blood lost from a damaged portal 
vein behind the pancreatic neck. This was finally dealt 
with by lateral suture. 


Post-operative Progress | 

The patient’s condition was remarkably good on return 
to the ward, and he had a systolic blood pressure of 110. 
Bed-blocking by the foot and an oxygen tent prevented any 
post-operative shock in the first 24 hours. He began taking 
nourishing fluids on the third day and thereafter a light 
diet, progressing to a fuller diet poor in fats. There was 
no drainage from either of the drainage-tubes, and these 
were removed on the fifth day. He got up for a short time 
on the second post-operative day, and thereafter for increas- 
ing periods until the eleventh day, when he developed a left 
pleural rub associated with a thrombosis in the left calf. 
This cleared satisfactorily with rest in bed and a few days’ 
heparin therapy. By this time the patient was having three 
to four loose stools a day, but had no other complaint. 
Traces of reducing substance were occasionally noted in 
the urine. 

Post-operative Investigations—Faecal analyses (see Table 
I); sugar-tolerance tests (see Table II); serum amylase, 
3 units; urinary diastase, 7 units. 


Taste I.—Faecal Examination 


Undigested | Total Neutral 
Date Meat Fibres Fat Fat 


4 Presen 44° 1 21% 11% 


Free Fatty Soaps 


TaBLe I1.—Sugar-tolerance Tests 


Fasting + be: 1 hr. 1} br. 2 hr. 


4, ./100 ml. 102 108 152 184 
lors! me ml. 90 140 162 106 82 


Altered Physiology.—First of all there was a not un- 
expected trypsin deficiency, as evidenced by undigested meat 
fibres in both faecal analyses. On the other hand, there 
seemed to be enough lipase left to split fat adequately, but 
there was a pronounced deficiency in the absorption of fatty 
acids. I can only suggest that the intestinal lipase was not 


sufficient to split the fat before it had left the absorptive ° 


area of the gut, but was sufficient to split the fat before 
final excretion per rectum. The sugar-tolerance test on 
May 19 showed a mild diminution in tolerance with a high 
blood sugar at the end of two hours. This suggests that 
there had been left just enough islet tissue to deal with the 
insulin needs of the body. It seems likely that work hyper- 
trophy of islets had taken place, as the sugar-tolerance test 
on October 22 showed a normal series of. figures. 
Pathology.—The main pancreatic duct widened into a con- 
siderable dilatation some 1 in, (2.5 em.) from the duodenal 
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wall. This dilatation was lined with papillomatous tissue. 
Behind it the pancreatic gland was a picture of atrophy and 
fibrous replacement. There were marked fibrosis, collec- 
tions of cellular infiltration, and a few acini here and there. 
The islets of Langerhans were prominent in the fibrous tissue. 
The obstructive element was suggested by the marked dilata- 
tion of the duct system. Section of a part of the papilloma 
showed the branching villi lined with regular columnar 
epithelium on an unbroken basement membrane. The 
pathologist thought that at this stage it was probably benign 
but might well develop malignant tendencies. 

Progress Report.—This case has been followed up at 
regular intervals from March, 1951, to the time of writing, 
and in the main has presented a satisfactory clinical picture. 
The patient’s bedy weight, which in health was 12 st. 9 lb. 
(80.3 kg.), has remained steady at 11 st. 8 Ib. (73.5 kg.), and 
his general feeling of well-being has slowly increased since 
pancreatectomy. At first he was subject to violent attacks 
of diarrhoea and abdominal colic with the least dietary 
indiscretion, but when he remained on a strict fat-poor diet 
with the addition of one tablet of pancreatin before each 
meal, these were infrequent. He usually had two or three 
semi-formed stools a day, but any intake of excess fat 
immediately put the number up. He began light work in 
July, 1951, four months after operation, and after a month 
resumed a full day’s work as a clerk in a publishers’ office. 

Summary of Case Reported by F. M. Owens.—A man 
aged 59 was operated on for suspected carcinoma of the 
pancreas. The pancreas was hard, except for two large 
cystic areas. A total resection revealed a severe chronic 
pancreatitis with an intraductal papilloma obstructing the 
main pancreatic duct near the ampulla of Vater. He died 
four months later from a perforated anastomotic ulcer. 


Conclusion 


The case reported above might well have been classified 
as “chronic pancreatitis” if excision had not been under- 
taken, and even the histology supported the diagnosis until 
the obstructive papilloma in the duct system was found. 
As the aetiology of “ chronic pancreatitis ” remains obscure, 
it is suggested that some cases may well be due to a ductal 
obstruction of this nature. A complete exclusion of the 
residual pancreas from the digestive tract is not incom- 
patible with continued well-being, but it is obvious that, at 
least, in this case great care must be taken over the ingestion 
of fat. Pancreatin capsules are not adequate substitutes for 
the natural glandular secretion. 


Summary 
A case of obstructive pancreatitis due to papilloma of 
the duct of Wirsung is presented. 
Its pathology, treatment, and post-operative course 
and follow-up are detailed. 
The altered physiology is discussed. 


I wish to thank Dr. P. O. Ellison, Royal Northern Hospital, 
for an opinion on the pathology. 
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The U.S.A. is at present suffering an exceptionally severe 
epidemic of acute poliomyelitis, according to reports in the 
weekly bulletin of W.H.O. In the week ending Septem- 
ber 13, 4,032 cases were notified, which is the highest figure 
ever recorded for a single week. From January 1 to 
September 6, 27,362 cases were notified. This total is 3.5% 
more than for the corresponding period in 1949, in which year 
the epidemic was the greatest ever recorded. The total to 
September 6 this year is 77% and 80% more, respectively, 
than the totals for the corresponding periods in 1950 and 
-1951. 


BANT?’S DISEASE IN TWO BROTHERS 


WITH A BLOOD-GROUP ANALYSIS OF THE 
PARENTS 


BY 


MOGENS HAUGE, M.B., B.S. 
AND 


JOHANNES MOSBECH, M.B., B.S.* 


As is well known, Banti’s syndrome comprises spleno- 
megaly with fibrotic degeneration, in some cases asso- 
ciated with cirrhosis of the liver. The most important 
clinical manifestations are anaemia, haematemesis, and 
ascites. In general the disease is not regarded as 
hereditary, although a familial occurrence has been 
reported in a few instances (Gunn, 1926; Gutzeit and 
Wendt, 1930). Some diagnostic difficulty is often en- 
countered, as a histological examination of the spleen 
is usually necessary to distinguish the syndrome from 
other forms of splenomegaly. 

Recently we had occasion to observe Banti’s disease 
in two brothers. Both died, and the diagnosis was con- 
firmed by necropsy. The parents and the nine sibs 
showed no sign of the disease. There was no history 
of hepatitis in either case. The patients were not alco- 
holics, and the Wassermann reaction was negative in 
both. 


Case Reports 


Case 1.—Male, born 1924. At the age of 23 the patient 
developed anorexia and periodical epigastric pain. Admitted 
to the Copenhagen City Hospital. Diagnosis: splenomegaly, 
haematemesis, ascites. Splenectomy was performed, but the 
patient died after the operation from phlegmonous chole- 
cystitis with perforation and cholascos. At necropsy the 
spleen measured 25 by 17 by 8 cm., and was of a firm 
and hard consistency. Histological examination showed it 
to be slightly fibrotic. The liver measured 28 by 16 by 
6 cm.; its surface was granular and the consistency firm. 
Histological examination revealed cirrhosis of the liver. 
In addition, pronounced oesophageal varices and a large 
thrombus in the portal vein were found. 

Case 2.—Male, born 1925. At the age of 16 years spleno- 
megaly was diagnosed. At age 23 the patient was admitted 
to the Copenhagen City Hospital because of haematemesis 
and melaena. At the age of 24 he underwent splenectomy 
with spleno-renal anastomosis. The spleen measured 10 by 
15 by 20 cm. and was very firm. Histological examination 
showed it to be fibrotic. At the age of 26 he had severe 
haematemesis and melaena: death ensued. Necropsy: liver 
enlarged, tissue very firm, pronounced hepatic cirrhosis, 
moderate oesophageal varices, remains of widespread 
thrombosis in the portal vein. 


Discussion 


Ever since Banti first described the disease at the end of 
the past century its aetiology has been the subject of dis- 
cussion. Several authors have emphasized the portal hyper- 
tension as the primary pathogenetic factor, whereas others 
believe morbid conditions in the splenic arteries to be the 
actual cause. This question has not yet been finally 
elucidated. 

Quite recently Tidy (1952) advanced the theory that 
Banti’s disease could be caused by rhesus incompatibility 
between mother and child. Gerrard (1952), however, 
examining the question, concluded that splenic enlarge- 
ment could only be a rare sequel of rhesus iso-immunization. 


*From the University Institute of Human Genetics, 
Copenhagen. 
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We felt that it would be interesting to submit these two 
cases of proved Banti’s disease to a thorough serological 
analysis. 

The parents’ blood groups were as follows. Father: Au, 
MN, P+, C+, c+, D+, E+, e+, Le (a+),-Fy (a-—), 
Kell—. Mother: Ai, N, P+, C+, c—, D+, E-, Le (a+), 
Fy (a—), Kell—. The mother has never received a blood 
transfusion, and on the basis of the parents’ blood groups it 
can be ruled out that the mother could have formed anti-D 
during pregnancy. In order to decide whether the mother 
might have formed other antibodies which possibly might 
have caused the disease in the two children, her serum was 
tested against the father’s red cells at 5° C., at room temper- 
ature, and at 37° C., and a search was made for the possible 
presence of an incomplete antibody. , 

The results of all these tests were negative. We could 
not find in the mother’s blood antibodies of any kind which 
were able to agglutinate the father’s red cells. In order, 
furthermore, to make sure that a possible previously exist- 
ing antibody might not have been reduced to so low a titre 
as to be undemonstrable, we utilized the fact that both 
parents were Group Ai, Rh+. The mother was injected 
intravenously with 5 ml. of the father’s blood. By this 
procedure a possible dormant antibody would have been 
restimulated (Race and Sanger, 1950). At the end of a 
fortnight the mother’s serum was again tested against the 
father’s red cells without any complete or incomplete anti- 
bodies being demonstrable in the mother’s serum. It is thus 
highly improbable that the present proved cases of Banti’s 
disease could have been due to an incompatibility of the 
blood groups of mother and child, either within the rhesus 
system or any of the other known, or so far unknown, 
systems: the father’s red cells must carry the antigens to 
which the mother might have formed the antibodies causing 
the disease in the children. 

Thus Tidy’s theory that blood-group incompatibility 
between mother and child is an aetiological factor in 
Banti’s disease could not be confirmed in the present cases. 


We should like to thank Dr. H. Heckscher, Dr. Poul Iversen, 
and Dr. Svend Petri, of the Copenhagen City Hospital, for kind 
permission to make use of case records of their patients; and 
also Professor Tage Kemp, University Institute of Human 
Genetics, Copenhagen, for help and advice. 


REFERENCES 


Gerrard, J. (1952). British Medical Journal, 1, 1385. 

Gunn, F. D. (1926). Arch. Path., 1, 527. 

Gutzeit, K., and Wendt, H. (1930). Dtsch. Arch. klin. Med., 168, 312. 

—" =p and Sanger, R. (1950). Blood Groups in Man, p. 156. 
xford. 

Tidy, H. (1952). British Medical Journal, 2, 1. - 


Three of the medical films selected for the Royal Photo- 
graphic Society’s 1952 annual exhibition have recently been 
shown privately. The films were “The Fothergill Opera- 
tion,” “Care of the Colostomy,” and “ Bacteriological 
Techniques—Inoculating a Plate.” ‘“ The Fothergill Opera- 
tion” (32 minutes, silent, colour), from the Manchester 
Royal Infirmary, is a straightforward film of an operation, 
which has been beautifully photographed. In contrast with 
many other similar films, it really does enable the steps of 
the operation to be seen and appreciated. Clarity has been 
aided by the use of simple diagrams, the only criticism being 
that there are not more of them. “Care of the Colostomy ” 
(20 minutes, silent, colour) is a much less satisfactory film. 
The first part, which describes the dressing technique for 
nurses, does so in twice the time that would be taken by a 
competent sister tutor. The second part contains similar 
material but directed at the patient, and in this context it 
is rather more successful. However, it is difficult to 
visualize the intended audience. Is this part of the film to be 
shown to each patient as he leaves for home? “ Bacterio- 
logical Techniques—Inoculating a Plate” (eight minutes, 
silent, colour), from St. Mary’s Hospital Medical School, 
aims simply at teaching technique. It is intended to replace 
the half-dozen demonstrations that would be necessary to 
show the detail of the technique to a class of 50 students. 


Medical 


Friedlander Pneumonia with Massive Necrosis 
of Lung 


Pneumonia due to Bact. friedldinderi accounted for 0.6% of 

5,000 cases of pneumonia studied by Solomon (1937). Hyde 

and Hyde (1943) give a figure of 1.6%, and ina series of 51 

cases report two which recovered foHowing surgical drainage 

of a lung abscess. Taylor (1944) describes one case., 
Humphreys (1945) two cases, and Brock (1946) one case in 

which pneumonia due to Bact. friedlinderi resulted in 

sequestration of lung which was successfully treated by 
surgical drainage. In view of the rarity of the condition and 

the dramatic findings at operation the following case is worth 

recording. 


CasE REPORT 


A man aged 40 was admitted to hospital on September 14. 
1949, under the care of Dr. S. Locket, with a two-day history 
of cough, malaise, and breathlessness. There had been no 
haemoptysis, pain, or rigors, and he gave no previous history 
of chest disease. 

On examination he was seen to be well covered, but very 
ill, toxic, dyspnoeic, and slightly cyanosed. His temperature 
was 102° F. (38.9° C.), pulse 120, and respirations 30. 
Clinical examination of the chest gave signs of consolidation 
in the left upper lobe, and a diagnosis of lobar pneumonia 
was made. Thére was no herpes, and no abnormality was 
found in any other system. The sputum was tenacious. 
small in amount, and not blood-stained. On culture a mixed 
bacterial flora was obtained. The white-cell count was 
12,000 (polymorphs 80%). Radiography (September 17) 
confirmed the presence of consolidation in the left upper 
lobe and showed an opacity in the basal portion of the right 
upper lobe. : 

Sulphatriad and penicillin in massive doses (1,000,000 
units four-hourly) did not have any appreciable — effect. 
Radiography (September 22) showed resolution in the right 
upper lobe and cavitation in the left. The white-cell count 
had risen to 24,300 and clubbing of the fingers was 
developing. 

Aureomycin (1 g. followed by 250 mg. four-hourly for 24 : 
hours, and then 250 mg. six-hourly) was given from Septem- ; 
ber 29 to October 12, with a slight improvement in the ‘ 
patient’s general condition. His temperature, however, re- i 
mained between 100 and 103° F. (37.8 and 39.4° C.). Radio- i 
graphy (October 6) showed a large cavity in the left upper Fi 
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lobe—8 cm. in the postero-anterior film—and 12 cm. in the 
lateral view. 

The above therapy was Aliscontinued on October 12 and 
streptomycin (0.5 g. four-hourly) begun. This produced 
definite improvement, and his temperature gradually re- 
turned to normal over the ensuing week. Pyrexia recurred, 
however, at the beginning of November, and aspiration pro- 
duced a small quantity of blood-stained pus, culture of 
which gave a pure growth of Bact. friedlénderi insensitive to 
16 units of streptomycin per ml. ' 

An operation was performed by Mr. W. D. Park on 
November 4. When the pleural cavity was opened air 
escaped, followed by thick odourless pus. The patient be- 
came very distressed, started a spasm of continuous cough- \ 
ing, and expelled from the wound, aided by a sucker nozzle, 
an irregular piece of necrotic lung tissue, approximately 
34 by 24 by 14 in. (8.9 by 6.3 by 3.8 cm.). Culture of\the 
pus again gave a pure growth of Bact. friedldnderi. 

After this the temperature became normal within a few ; 
days, but a bronchopleural fistula developed. The residual i 
cavity failed to close, and Mr. ‘Vernon Thompson performed 
a two-stage thoracoplasty. This was successful, and the 
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patient left hospital on September 29 and resumed work a 
few weeks later, but the _bronchocutaneous fistula still 
persists. 


DISCUSSION 


This seems to have been a fairly typical but severe case 
of Friedlander pneumonia, except that repeated sputum 
examinations were negative. Necrosis of lung tissue is a 
common feature on microscopical examination, with the 
production of multiple thin-walled abscesses which often 
rupture into a bronchus, but occasionally result in empyema. 
Belk (1926) reports this as occurring as early as the fourth 
day. Solomon (1937) mentions six cases with sloughing 
between the fifth and eleventh days. In our case it was 
visible on the tenth day. Massive sequestration of a whole 
lobe or part of one, as described in cases reported by Taylor 
(1944), Humphreys (1945), and Brock (1946), and in our case, 
is distinctly unusual other than as a post-mortem finding. A 
double pneumonic process, such as occurred in our case in 
which there was a patchy consolidation in the base of the 
right upper lobe in addition to the main lesion in the left 
upper lobe, is said to occur in 56% of cases. Mortality is 
high—Solomon (1937) gave 97% of 32 cases ; Perlman and 
Bullowa (1941) 84% of 37 cases ; and Hyde and Hyde (1943) 
51% of 51 cases—and 80% of the deaths occur in the first 
five days from toxaemia and intense aay oedema. 
Peripheral failure is rare. 

The appearances of serial radiography bate been classified 
by Kornblum (1928) and Collins and Kornblum (1929) as 
follows : (1) primary bronchopneumonia ; (2) pseudolobar 
pneumonia ; (3) multiple abscess formation and cavitation ; 
and (4) fibrosis simulating tuberculosis. This progressive 
nature of the lesion was well exemplified in our case, except 
that stage 4 did not occur. 

Streptomycin seems to be the most effective antibiotic. 
Nataro et al. (1950) give a summary of 10 successfully treated 
cases from the literature and add two of their own. They 
quote the case of a patient, described by Rosenthal, who 
made a successful recovery, although streptomycin therapy 
was not begun until the fortieth day of the illness. In our 
case this treatment was begun 30 days after the onset, and 
69 g. was given. Aureomycin had no obvious effect, 
although the patient received 15 g. in all over 13 days. 
Nataro ef al. report a dramatic improvement within 24 
hours in their patient treated with 1 g. six-hourly for five 
days. This patient had been ill 11 days and cavitation was 
not present. In our case the antibiotic was not given until 
the seventeenth day of the illness, at which time cavitation 
was radiologically apparent. 

Surgery seems to have been life-saving in our patient, 
although he still has a minimal amount of discharge from a 
small fistula. Solomon (1940) states that in this condition 
the fistulae resulting from surgery drain interminably. He 
believes that most abscesses will drain through a bronchus, 
if aided by posture and repeated bronchoscopy. 


We wish to express our thanks to Dr. E. A. Atkinson, Dr. S. 
Locket, Mr. W: D. Park, Dr. J. M. Stewart, and Mr. Vernon 
Thompson for their help and encouragement in the preparation 
of this paper. 

- J. H. THomas, M.R.C.P., D.C.H., 
Senior Medical Registrar, Swansea General Hospital. 


O. M. Brewster, M.B:, B.Sc., F.R.C.S.Ed., 
Senior Surgical Registrar, Oldchurch Hospital, Romford. 
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Antiperistaltic Movement of a Foreign Body 
in the Colon 

Foreign bodies introduced into the rectum are not rare. 
Most pathological museums contain several specimens. 
Often such foreign bodies are small glass bottles, though 
other objects have been removed from this situation. A 
foreign body, however, which has been introduced into the 
rectum and subsequently ascended the bowel, producing per- 
foration of the descending colon, is very rare. 


Case REPORT 


A man aged about 50 was admitted to hospital on January 
2, 1951. He stated that he had pushed a bradawl into his 
rectum two days before admission. He was obviously very 
ashamed of the 
whole incident and 
did not wish it to 
become known 
why it was intro- 
duced. An abdo- 
minal x-ray  pic- 
ture showed the 
foreign body well 
up in the descend- 
ing colon (Fig. 1). 
Examination of the 
abdomen revealed 
some_ tenderness 
and some guarding 
over the line of 
the descending 
colon, and a diag- 
nosis of perfora- 
tion of the colon Fic. 1.—Radiograph showing bradaw! 
was made. with handle — = to the splenic 


At operation the 
descending colon 
was explored 
through a muscle- 
cutting incision in 
the left iliac fossa. 
The bradawl (Fig. 
2) was palpated, 
the handle being 
wedged in the 
splenic flexure, 
and the point had perforated the descending colon. 
There was early peritonitis in the vicinity. The point of 
the instrument was grasped in a strong clamp and pulled 
downwards. The bowel was then incised in its longitudinal 
axis on to the handle of the bradawl. The foreign body was 
removed and the incision in the colon stitched in two layers 
transversely. A small drain was left in down to the site of 
the suture, 

The patient made an uninterrupted recovery from his 
operation, and was discharged to a convalescent home seven 
days after admission. 


Fic. 2.—The bradawl after removal. 


COMMENT 


An interesting feature of this case is the mechanism by 
which this foreign body ascended the colon from the rectum. 
It would seem probable that peristaltic waves forced their 
way over the handle of the bradawl while the point was 
fixed in the mucosal folds of the intestine. Relaxation of 
the peristalsis produced ascension of the instrument. A 
similar mechanism is seen in threading a cord through the 
top of a pair of pyjama trousers. It was not until the handle - 
became fixed at the splenic flexure that peristaltic waves pro- 
duced enough thrust to drive the point of the bradawl 
through the wall of the bowel. No reference to a similar 
case has been traced in the literature. 


F. Denis T.D., MS; FRCS., 
Newcastle-upon-Tyne. 


| 
‘ 
| 
: 
| 
} 
WAT 
i 
) 
4 
| 
| 
/ 
; 
- 
| | 
4 
| 


Oct. 11, 1952 


REVIEWS 


819 


Reviews 


CLINICAL USE OF PENICILLIN 


The Clinical Application of Antibiotics: Penicillin. By M. E. 

Florey, ‘M.D. 730; illustrated. £4 4s.) Oxford Univer- 

sity Press (London: Geoffrey Cumberlege). 1952. 
In this volume Lady Florey has continued the project begun 
with Antibiotics Vols. I and Ii by Sir Howard Florey and 
his colleagues, published in 1949. Those volumes contain by 
far the fullest and most authoritative available account of 
antibiotics from every point of view except the clinical ; two 
further volumes, of which this is the first, are to be on their 
clinical application. This work is as scholarly and compre- 
hensive as its predecessors. Some idea of the literature 
which has been digested in producing it-may be gathered 
from the fact that the bibliography occupies 72 pages. This 
literature, except a few items inserted in postscripts in the 
text, extends only to the end of 1949, but apart from the 
introduction of more and more slowly absorbed prepara- 
tions, and studies of the combined action of penicillin and 
other antibiotics, the place for which is the fourth volume, 
there have been no material advances in penicillin thera- 
peutics in the past two years. The introductory chapters are on 
general considerations, toxic and other untoward effects, and 
methods of administration. In connexion with the last, the 
author fully considers the respective merits of the continuous 
and intermittent presence of the drug in the blood, and 
reaches the interesting conclusion that continuous action is 
advisable in the early stages of an infection whereas inter- 
mittent may have some advantage later. Here and else- 
where in the book much is said about the indications for and 
technique of local application, a method which has much to 
commend it besides the economy which imposed its use 
originally. In succeeding chapters the author discusses, first, 
the treatment of diseases due to specific bacteria, and then 
infections in different parts of the body. The thoroughness 
with which the methods and results of treatment are pre- 
sented is exemplified by the four pages of tables in small 
type summarizing the findings of numerous authors in the 
treatment of gonorrhoea. As gn example of a jess familiar 
subject treated equally thoro Y, Six pages are devoted to 
studies of the value of penicillin in diphtheria and diphtheria 
carriers. Nothing is omitted ; indeed, if it had not evidently 
been the object to make this book all-inclusive, it might 
have been wise to disregard authors who claim to have 
cured infections due to such resistant organisms as Candida 
albicans and Friedlinder’s bacillus. Many of the authors 
quoted used doses quite inadequate by present standards, but 
this is perhaps because more recent results are either not 
being reported, or being mentioned only incidentally in 
papers on wider subjects. To extract the whole literature 
on penicillin, including such papers as these, is now an 
utter impossibility. 

The book is beautifully produced and lavishly illustrated. 
It will be an indispensable work of reference for anyone in 
difficulties over the use of penicillin or who wants to know 
what it may be expected to achieve in a given condition, 
whether as banal as the common cold, or as unfamiliar as 
leptospirosis, erysipeloid, or yaws. It may be particularly 
commended to workers in special departments. There is a 
chapter for each, and that on infections of the eye, with 19 
photographs and two double-page tables summarizing re- 
ported treatment results in uveitis and- endophthalmitis, is 
an example of what so concentrated a study has to offer 
even to the best-informed clinician. 

L. P. Garrop. 


BONE TUMOURS 
Bone Tumors. Louis Lichtenstein, M.D. 315; 
155 illustrations. .) London: Henry Kimpton. 1952. 
Drs. H. L. Jaffe and Louis Lichtenstein have put their fellow 
pathologists greatly in their debt by their many fine papers 
on the pathology of the skeleton, based on an unrivalled 


collection of material at the Hospital for Joint Diseases, 
New York. This book by Lichtenstein on their work done 
in collaboration is a timely and valuable outline of bone 
tumours, with special emphasis on their own individual 
views. It is, in the reviewer's opinion, easily the soundest 
recent monograph on the subject. 

_The-most notable feature of it is Jaffe and Lichtenstein’s 
segregation from the heterogeneous collection of “odd” 
tumours, or tumour-like masses in bone, of groups of lesions 
which they believe to be more or less distinct entities ; and 
they have christened these with specific names: benign 
chondroblastoma, chondromyxoid fibroma, ostecid osteoma, 
osteogenic fibroma, and aneurysmal bone cyst. There is still 
room for discussion on the scope and histogenetic inter- 
relationships of these and other tumours of bone, but there 
is no doubt of the necessity and merits of this attempt to 
bring order into a chaotic field, or of the practical value of 
Jaffe and Lichtenstein’s groupings. , Moreover, in this book 
Dr. Lichtenstein, while putting forward his own views clearly 
and strongly, also gives a fair and frank outline of opposing 
views. The same can be said of his discussion of such con- 
troversial subjects as Ewing’s tumour of bone and the histo- 
genesis of giant-cell tumour. The presentation of these 
subjects enables the reader to exercise his own judgment on 
differing opinions. ; 

All research workers in this field will find the book an in- 
valuable, indeed an essential, basis on which to build further 
investigation. The illustrations constitute an excellent atlas 
not only of the gross and microscopic pathology of the 
tumours described but also of their radiographic appear- 
ances, and in many instances the radiography and patho- 
logy of the same specimen are shown side by side. Almost 
without exception the illustrations are of the highest quality, 
and they have been chosen with discrimination and with a 
view to their informative value. Well-chosen lists of refer- 
ences are given at the ends of the chapters. The book 
is beautifully produced, contains few misprints, and has an 


adequate index. R. A. WILLIs. 


ABDOMINAL DIAGNOSIS 


lominal Diagnosis. Alan E. Lee, 
176. £1 12s. 64) 
Sydney: Australasian Medical Publishing Co. (Seamer and 
y Streets, Glebe). 1951. 
No one should be in a better position to make a useful study 
of abdominal pain than the surgeon, who has the oppor- 
tunity every day of relating the abnormal conditions found 
within the abdomen with the symptoms ascertained before 
the abdomen was opened. Yet comparatively few surgeons 
have made outstanding contributions to the subject. Len- 
nander, Morley, Livingstone, Kinsella come at once to the 
mind, but this is a small number among the many surgeons 
with innumerable opportunities. We therefore welcome Mr. 
Lee’s monograph, which is on the clinical significance of 
abdominal pain. Though at the end of the book Mr. Lee 
gives references to only 12 other books or articles, it is clear 
that he has read widely and thought deeply on the subject. 
In the first part of the book he discusses the physiology of 
abdominal pain and the various stimuli which cause it. Then 
in turn chapters are devoted to pain in the upper, middle, 


lower, and lateral regions of the abdomen ; finally in a brief | 


eleven pages he considers the diagnosis of acute abdominal. 
states. : 

Hardly any two clinicians entirely agree on the subject of 
the mechanism and significance of the various abdominal 
pains, and many of the author’s views challenge discussion, 
particularly those on the nature, localization, and distribu- 
tion of parietal peritoneal pain. There is no reference to the 
way in which mesenteric sensitiveness follows the -line of 
the mesenteric vessels, and the author’s account of segmental 
pain is difficult to accept. Nevertheless, only good can come 
from a frank statement of personal observations. The book 
is strictly limited to clinical symptoms and signs. Even in 
acute states the author says, “ Physical examination rather 
than ancillary investigations helps to complete the diagnosis.” 
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True, but the title of the book would have justified a passing 
reference to the value of radiology in the diagnosis of some 
abdominal crises. This is a stimulating, thought-provoking 


book. 
V. ZACHARY COPE. 


OPERATIVE SURGERY 


Chirurgische Operationslehre. Professor Otto Kingreen. 
(Pp. ; 854 $8.) Moniek and Berlin: Urban 


and Schwarzenberg. 1952. 
This fine volume on operative surgery may be taken to repre- 


sent the accepted practice in Germany at the present day. . 


Produced originally in 1910 in the little University of Greifs- 
wald on the Baltic, it remained through many editions a 
leading textbook. Greifswald will shortly celebrate the 
500th anniversary of its foundation, and it has given to 
Germany such surgeons as Bardeleben, Bier, Payr, and Pels 
Leusden, the original author of this book. As it is now in 
the Eastern Zone, the present edition has been produced at 
Liidenscheid in the Western Zone, and by Otto Kingreen,; 
a pupil of the author. Its production under such difficulties 
is a fine achievement. 

It covers the whole field of operative surgery and supplies 
in scrupulous detail all that the advanced student should 
know. In the early pages the author gives an excellent 
account of the sterilization of materials and the organization 
of a theatre. There follows a chapter on anaesthesia, local, 
regional, and general, and, while we may learn useful hints 
from the first of these, it is interesting to note the increasing 

-interest which German surgeons are showing in the last. 

The next chapters are on the strictly technical branches 
of surgery—ligature of arteries, amputations, and resections. 
The author fully describes all the classical methods, and we 
agree with him that such a precise display of the foundations 
of technique is an important part of surgical education. In 
the following sections are accounts of all the methods in 

- general use, and they do not differ greatly from those with 
which we are familiar. They are superbly illustrated by an 
artist who plainly understood what he was drawing and how 
to bring out essential points. The section on the thorax 
and the surgery of the lungs is outstanding, as is also that 
on the central nervous system, and especially the account of 
Forster’s work on the spinal cord and nerves. 

The whole book is full of interest and a model of 
production, and it will amply repay the careful study of every 
surgeon who values precision in his work. Even if he does 
not know a word of German he cannot fail to learn from the 
illustrations, which are really superb both in conception and 


in execution. 
HENRY SOUTTAR. 


NEO-PSYCHOANALYSIS 

Lehrbuch der Analytischen Psychotherapie. By Dr. H. 

(Pp. 340. M. 27.) Stuttgart: Georg 
Although scientific dissensions are now so frequent in 
psycho-analytical groups as no longer to provide psychiatric 
and neurological colleagues with appetizing gossip, they are 
still of some interest to those who are concerned with 
the principles underlying theoretical differences. Schultz- 
Hencke, once a promising if somewhat disputatious junior 
in the Berlin psycho-analytical society and- now the leader 
of a small group of German psychotherapeutists, has written 
a book outlining the principles and practice of his psycho- 
therapy. He claims to be an eclectic, maintaining that his 
system is two-thirds Freudian and one-third Jungian cum 
Adlerian. As to this assertion it may be remarked, first, 
that a mixture of incompatibles is not likely_to produce a 
very intelligible or illuminating system ; secondly, that in 
the present instance the Freudian contribution is so etio- 
lated as to be hardly recognizable ; and, thirdly, that Schultz- 
Hencke’s designation of his own method as modern or neo- 
psycho-analysis is calculated to confuse if not to mislead 
the unoriented reader. 

Unlike some eclectics, however, Dr. Schultz-Hencke is 
mainly concerned to build up a therapeutic schema of his 


, 


own. Some indication of its quality is afforded by the title 
heads of his approach. These comprise an “ analytic,” a 
“ nomothetic,” an “ esoteric,” and a “pragmatic ” approach, 
all of which can apparently be applied in various combina- 
tions. Perhaps the clearest indication of the relation of the 
Schultz-Hencke therapeutic system to psycho-analysis is to 
be found in his estimates of the duration of treatment. 
These vary round an average of one and a half years, from 
as much as four years in chronic cases to as little as four 
days in slight cases. It is scarcely possible in a short review 
to summarize his theoretical conceptions ; but it may fairly 
be said that, despite their nebulous and confused character, 
they do make clear that the author’s views and practices 
have only the remotest connexion with psycho-analysis. 


EpwarD GLOVER. 


DISEASES IN OLD AGE 


Diseases in Old Age: A Clinical and sraiategen Study of 
7,941 Individuals over 61 Years of Age. By Robert T. 
Monroe, M.D. Harvard University coe in Medi- 
cine and Public Health No. 11. (Pp. 407. £1 12s. 6d.) 
Cambridge: Harvard University Press. London: Geoffrey 


Cumberlege. 1951. 

Twelve years ago a geriatric clinic was established at the 
Peter Bent Brigham Hospital (Boston, Mass.). The numbers 
were kept small, for at once it became evident that the 
treatment of illness in older people was more complex than 
had been supposed. Questions arose concerning the inci- 
deiice of illness in older people, the significance of associated 
diseases, pharmacology, therapeutics, and, in particular, the 
influence of social circumstances—such as cessation of work 
and independence—upon the course of an illness. If pre- 
ventive treatment and rehabilitation were to be on rational 
lines answers to these questions had to be found. 

Dr. Monroe shows in this volume how these questions 
were answered. He has made a study of the records of 
almost 8,000 patients, aged-over 61, treated at the Peter 
Bent Brigham Hospital over a period of 30 years. The 
records of this hospital, kept with admirable exactness, 
provide a carefully checked clinical, pathological, and thera- 
peutic survey of one hospital’s medical service. The result is 
a body of knowledge concerning the diseases and disabilities 
of old age which is probablfanique. While the experience 
of one hospital is not necessarily the experience of all, yet 
it is unlikely that notable differences will be found elsewhere. 

Dr. Monroe likes old people. He endorses Peabody’s 
classic statement that the care of the patient in old age 
is caring for the whole patient and caring for him. This 
factual study, based on a wide experience, brings nearer 
the time when geriatrics will take its place alongside other 
medical disciplines as a field in which the physician can work 
with confidence and with scientific and social interest. 


E. A. BENNET. 


The Trial of Neville George Clevely Heath (edited by Mac- 
donald Critchley, M.D., and published by William Hodge and 
Co., London, 15s.) can be recommended to others beside those 
who enjoy a gruesome and sensational story. It raises and 
illustrates in a particularly vivid way the problems of psychopathy 
and criminal responsibility. The editor of the book is to be con- 
gratulated on his admirable introduction. After a most readable 
presentation of the life and crimes of Heath, which culminated in 
the notorious sadistic murders, and a lucid summary of the trial 
Dr. Macdonald Critchley goes on to discuss the more general 
and interesting issues mentioned above. Many may consider 
his review of the concept of psychopathy and the problems of 
criminal responsibility the most valuable part of the book; the 
difficulties inherent in these problems are not shrouded in a haze 
of sentimentality or indignation, but are discussed dispassionately 
and with remarkable clarity. There can surely be no definition 
of a psychopath—and there have been many—that would not 
include Heath. He was a shameless liar and swindler who was a 
sadistic murderer as well. The combination is unusual, as must 
also be Heath’s last words, for it is stated that just before his 
execution, on being given a whisky, he said, “ You might make 
that a double.” 
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PROTEIN DEFICIENCY IN NEGRO INFANTS 


A deficiency disease syndrome (or syndromes) in 
Negro infants and children has been described many 
times and given various names, including kwashior- 
kor. The first record’ from the Tropics of a syn- 
drome with similar features was the description of 
“bouffissure d’Annam” 25 years ago. Some of 
the recent observations on kwashiorkor describing 
fatty liver, myocardial degeneration, atrophie cachec- 
tique of the pancreas, low blood urea, and low output 
of urea in the urine were originally made by Normet? 
and his colleague Bablet.* Similar manifestations of 
malnutrition occur in various parts of the world and 
not only in Negro children. From Africa in the past 


- two years the Gillmans* have published a substantial 


record of the syndrome, which they still call infantile 
pellagra ; and other studies,** including those by 
Drs. R. F. A. Dean, H. C. Trowell, and J. N. P. 
Davigs appearing in this issue of the Journal, have 
thrown light on the syndrome. 

In several of these publications the term kwashior- 
kor, originally introduced by Williams,’® has been 
adopted, but some have doubted'’'* whether she 
was correct in applying the term to the disease she 
described. MacPherson points out that in the Gold 
Coast the colour red is associated with evil. There 
are many records,’* especially from Africa, of hus- 
bands abstaining from sexual intercourse while a wife 
is bearing and suckling her infant; the period of 
restraint is often one to two years, and occasionally 
as long as five. If the mother becomes pregnant 
again before the child is weaned (commonly at about 
24 years) a stigma is attached to her and the name 
given to the new baby means that it has stolen the 
birthright of its predecessor. The deprived suckling 
is invaded by “kwashiorkor”; “kwashi the r 
the very devil, possesses the child. Twins and 


1 Normet, L., Bull. Soc. Path. exot., 1926, 19, 207. 
2 Normet, L., Bull. Acad. Méd. (Paris), 1937, $17, 239. 

3 Bablet, J., and Normet, L., ibid., 1937, 117 
Gillman, ‘J., and Gillman, T., Perspectives in = Malnutrition. New 

5 Brock, J. F., and Autret, M., “‘ Kwashiorkor in Africa.” World Health 
Organization Monograph Series, No. 8. ey 1952. 

¢ Piéraerts, G., Bull. Soc. Path. exot., 120. 

Berpouniou and Tremoliee, J, 

and 24 


Bull. Soc. Path. exot., 1952, 45, 113 


os —— Research 1951-52.” Medical Research Section paras. 131- 
10 Willlemen D., Lancet, 1935, 2, 1151. 
11 MacPherson, A., ibid., 1951, 1, 


Doane JM. ibid.» 1951, 1, 588. 
3 Kemi. L., Primitive Society and Vital Statistics, p. 202. Warsaw. 


1934. 
14 Kahn, E., Lancet, 1952, 2, 588. 


carbohydrate.” 


orphaned infants are also liable to possession. The 
doomed infant “languishes. and dies. 

So much attention has been given to the altered 
pigmentation in the syndrome that it is being regarded 
as an essential and pathognomonic feature. Pigment 


is probably formed normally and altered during — 


exposure. Piéraerts* has described the progressive 
change in pigmentation from the root to the tip of 
the hair, and it has recently been found® that the 
extracted black pigment from normal hair can be 
changed to red. Alterations in colour and texture of 
skin and hair have been observed in malnutrition in 
other races, and these may be the counterpart of the 
more striking changes seen in the Negro. 

The remaining elements of the syndrome include 
retarded growth and development, muscle wasting, 
oedema, dermatoses, fatty degeneration of the liver, 


cirrhosis of the liver, atrophy and fibrosis of the 


pancreas, reduction in enzymes in blood, liver, and 
pancreatic juice, digestive disturbances including 
diarrhoea, degeneration of the myocardium, hypo- 
albuminaemia, low output of nitrogen in the urine 
and particularly of urea, and low blood urea. A 
diagnosis of kwashiorkor has been made at times on 
various combinations of these features, with or with- 
out alteration in pigment. As Kahn* rightly remarks, 
all wasting diseases of children could, on such 
criteria, be included in the diagnosis of kwashiorkor. 

There is general agreement on two points : first, 
that there is always insufficiency of protein in the 
diet, and, secondly, that the remedy lies in increasing 
the protein in the body by the parenteral administra- 
tion of plasma protein or, when possible, by feeding 
milk. With such considerations in mind Water- 
low,’* from observations on patients of predominantly 
Negro origin, suggested that the fatty-liver disease 
syndrome is caused by a deficiency of protein or of 


.one or more amino-acids. He believes, however, that 


the disease is not merely the result of a deficiency of 
some substance as yet unknown. “ This may, indeed, 
be the immediate cause ; but the response is provoked 
and enhanced by three stress factors : the metabolic 
demands of the growing organism ; prolonged deple- 
tion. of protein; and prolonged overloading with 


% Waterlow, J. C., Spec. Rep. med. Res. Coun., No. 263, p.65. 1948 
16 Sarett, H. P., and Perizweig, W. A., J. Nutr., 1943, 25, 173. 


Ser. 
w. 
17 Unna, K., et al., Biol., , N.Y., 1944, 56, 254. 


2 Davies, J. N. P., Lancet, 1 1 
19 avison, , Enzymes. Battimore, 1926, p. 69. 
20 Thom +-2 D., and Trowell, H .c. Lancet, aoe 1, 1031. 
. J. Dis. Child., 1950, 79, 658. 
., and Schmidt, C. L. A., J. biol. Chem., 1942, 148, 69. 
23 roth, G. O.. et al., Canad .J. Res., 1939, 17, 137. 
24 Véghelyi, F V., et al., Amer. J. Dis. "Chita 1950, 79, 65. 
idberg, R. C., and Chaikoff, 1. L., Arch’ Path., 1951, 62, 230. 
H., et al., Fed. Proc., 1949, 8, 589. 
2? Barry, J. M.,J. biol. Chem., 4932, 196, 795. 


28 Hokin, L. E., Biochem. J., 1951 216. 
a Meneghello, i, et al., Amer. J.’ Dis. Child., 1950, 80, 889. 
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A diet low in protein may give rige to little more 
than retarded growth if the protein is of good bio- 
logical value ; more serious consequences may ensue, 
however, if the protein is not only low but is deficient 
in one or more of the essential amino-acids. 

Many if not all the members of the B complex of 
vitamins are associated in foods with proteins well 
balanced in essential amino-acids ; conversely diets 
poor in protein of low biological value are often 
deficient in members of the B complex of vitamins, 
and signs of deficiency of some of these are found 
associated with evidences of protein deficiency. Yet the 
administration singly of accessory food factors such as 
nicotinic acid, inositol, and choline has not only not 
been beneficial but has produced detrimental effects on 
the patient. That this is likely to happen is under- 
standable. It is known that, if the protein in the diet 
and in the liver is low, the riboflavin level is low in the 
liver and the vitamin is not retained even when given 
in large amounts.** '’ Piéraerts observes that, after he 
had supplied plasma proteins until the odema in his 
cases had cleared, medicinals—for example, folic acid 
—suddenly became effective. It would seem, then, 


that the first efforts should be directed towards raising - 


tissue protein levels ; and estimations of plasma albu- 
min may well be the most useful monitor of successful 
therapy to this end. This may then be followed by 
specific therapy or, probably best of all, by a balanced 
diet. 

Until recently the liver has been the most investi- 
gated organ in the study of malnutrition in infancy. 
Now there is increasing evidence that lesions of the 
pancreas play an essential role. Structural changes 
in the pancreas in malnutrition in infants'® ** and 
reduction of enzyme content of the pancreatic 
juice’* 7° have been reported. Lesions resembling 
those seen in infants have been produced”? in animals 


by feeding diets low in protein of poor biological. 


value. By means of techniques employing isotopes”* 
and by the study of the restoration of zymogen con- 
tent after secretion*® the extreme lability of the pro- 
tein has been demonstrated. The acinar tissue is 
more susceptible than the liver cytoplasm to damage 
by carbon tetrachloride** and by the antimetabolite 
ethionine.** Impairment of the function of the pan- 
creas therefore may occur early and lead to failure to 
digest dietary protein. Manifestly the liver cannot 


elaborate proteins if amino-acids are not supplied to 


it from the gut. Tissue protein formation from 
plasma albumin may be reduced. The function of 
tissues like bone marrow,”* the mammary gland,?’ 
and pancreas,** which are known to fabricate their 
own proteins, will be further impaired if amino-acids 
are not supplied to them. It will be of great interest 


to see how much this new knowledge of the disturb- 
ance of the normal role of the pancreas will con- 
tribute to an understanding of malnutrition in infants. 

We have become accustomed to the concept of 
multiple vitamin deficiencies ; we now have to con- 
sider disentangling various gyndromes which may 
arise from a combination of low protein, imbalance 
of amino-acids, and vitamin and mineral deficiencies. 
It would seem already that differences between 
reported syndromes might be explained by assuming 
the occurrence of a measure of protein and amino- 
acid deficiency together with the predominating local 
vitamin deficiency—for example, of thiamine among 
rice-eating peoples. If, therefore, we want a label 
with some aetiological basis for deficiency syndromes, 
one such as is used*® in South American countries, 
“ dystrofia polycarencial,” seems justified, 

Our knowledge of nutrition largely restricts us to 
a consideration of the effects of deficiencies of 
nutrients on tissues and organs. Full of intricacies 
as this study may be, the concept of specific dietary 
defects may be an over-simplified approach to the 
problems of malnutrition. It is one of the theses of 
the Gillmans‘ that there are different patterns of 
disease attributable to malnutrition, the emergence of 
which are determined by various factors in the life 
history of the individual and disturbances of physio- 
logical regulations. 

While much progress has been made with the treat- 
ment of individual patients, the great task of preven- 
tion remains. The problem in countries where mal- 
nutrition of infants. is rife is to-day acknowledged to 
be one of ignorance and poverty. That the problem 
still exists is fully appreciated by United Nations 
organizations concerned with health, food, and social 
and economic affairs, and the general problems of 
food and nutrition in the various countries of Africa 
were discussed at a conference in 1949.°° A second 
conference to discuss malnutrition in African mothers, 
infants, and young children is to be held this year at 
the Medical Research Council’s Field Research Sta- 
tion established*’ with the object of investigating this 
kind of problem. 


| 


CLOSER CONTACT 
Greater scope for the family doctor, with a conse- 
quent reduction in the number of calls on the hospital 
services, was one of the main themes in the Minister 
of Health’s address’ to the Executive Councils Asso- 
ciation last week. There may have been nothing very 
novel in his remarks: indeed, many of the views 
he expressed have long been prominent features of 
B.M.A. policy. But it is refreshing to find a Minister 
of Health expounding them at all in such a forthright 
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manner. With many others, he believes that there 
should be a closer association between hospitals and 
family doctors, including contact between general 
practitioner and his patient in hospital and direct 
access to x-ray and pathological departments. A 
great many general practitioners have been deprived, 
since the Health Service began, of the opportunity 
to care for patients in hospital, sometimes being 
removed from the staff, sometimes seeing a whole 
hospital taken over for other purposes. These pur- 
poses have usually in themselves been laudable 
enough, but their execution has had the effect of 
increasing the family doctor’s difficulty in maintain- 
ing contact with hospital work and thereby, what 
many have thought to be of serious detriment, impair- 
ing his experience of the latest developments in a 
science that has never advanced so rapidly as it does 
to-day. Many will therefore welcome the Minister’s 
expressing his view that some general practitioners 
should be able to obtain part-time hospital posts that 
would enable them to specialize and acquire the skill 
and experience by which they may become consul- 
tants in a chosen field, as was often done before the 
Health Service began. 

While we welcome Mr. Macleod’s plea that the 
general practitioner should be brought more into the 
picture, it is regrettable, but probably inevitable, in 
a State service, that he had to give such emphasis to 
the financial advantages that would accrue from a 
policy that reduced hospital expenditure by giving 
greater responsibility to general practitioners. There 
are much better reasons for such a policy, among 
them the simple fact that the family doctor is the only 
medical worker in the Health Service who treats sick- 
ness in the home, with all that that involves. There 
has recently been some irritation expressed in our 
correspondence columns about descriptions of general 
practitioners as keymen, lynch-pins, and so on. 
Mr. Macleod sees the family doctor as “the leader 
of a team comprising all the services provided by the 
local health authority.” Some may think this is more 
“soft soap,” but it would be fairer to accept it as a 
wholly admirable aim. If the family doctor could 
deploy home nurses, health visitors, and home helps 
as his patients needed, patients could be discharged 
much earlier from hospital (and some might never 
have to enter hospital). Again financial reasons have 
to be put forward to emphasize the benefits of such 
a scheme, but surely patients would prefer to get back 
home as soon as possible—provided they could obtain 
there the treatment, and above all the rest and nurs- 
ing care supervised by their own doctor, that in many 
circumstances only a hospital can at present provide. 
® Supplement, March 29, p. 113. 


1 For report see Supplement, p. 152. 


One good reasén why such plans cannot be imme- 
diately realized is shortage of nurses and home helps. 
Another difficulty, only temporary it is to be hoped, 
is unsatisfactory co-operation between separate sec- 
tions of the Health Service. 

The reduction of the maximum permissible list for 
general practitioners under the new scheme should 
encourage a better distribution of doctors, and 
Mr. Macleod seems to share the concern of many 
members of the profession about the rate of entry to 


‘its ranks. While there are areas, as there still are, 


which are under-doctored, it is difficult to assess what 


- should be the optimum number of recruits to general 


practice each year; this will become clearer only 
when the nation is adequately served everywhere. 
Mr. Macleod suggested that when a good distribution — 
has been achieved the Ministry and the profession 
should together agree on the proper rate of entry. 
He added that remuneration would be linked to that 
rate, a problem that will need studying with some 
care. Mr. Justice Danckwerts, in making his award,’ 
stated there was no evidence before him that an 
unnecessarily large number of doctors was likely to 
enter the Service within the next few years, but if the 
number became unreasonably large a part of the 
method he used to calculate the central pool would 
need to be reconsidered. In other words, the nation 
cannot afford to support an excessive number of 
doctors. 

The desire for more and better co-operation 
between the different branches of the Health Service 
that the Minister expressed throughout his address 
is one that all medical men must share. If it has at 
times seemed an empty platitude, that is partly 
because some of its advocates have conceived its ful- 
filment in a vast, scurrying bureaucracy of commit- 
tees. It should surely spring rather from direct con- 
tacts between medical men concerned with the same 
patient and sharing the same purpose—to make or 
keep him healthy. 


_ 


THE EDUCATION OF THE EPILEPTIC 


The education of epileptic children presents very real 
problems. If they have only infrequent attacks, and 
these are mainly petit mal, they will probably be able 
to climb the normal educational ladder undisturbed. 
However, if attacks are grand mal or psychomotor in 
type and are at all frequent, sooner or later objections 
will be raised to their continued attendance in class. 
The reasons given vary, but teachers often say that other 
children are frightened, that they cannot accept respon- 
sibility for possible injury to the child during a fit, or 


‘that parents object to their children associating with 


epileptics. Many of the objections are genuine enough, 
and all are reinforced by the additional difficulty in 


> 
: 
'b- 
‘ 
ts. 
of 
ay 
ce 
4 
12 im 
al 
ig 
el = 
im 
of 
y 
e ic 
Li 
of 
of 
yf 
e 
= 
4 
@ 
n af 
1 
f 
a 4 
' 
t 


824 Oct. 11, 1952 


EDUCATION OF THE EPILEPTIC 


present overcrowded classes of maintaining attention 
and discipline if a child creates a diversion by having 
a fit. 

These are obstacles that face the epileptic child with- 
out mental handicap. When some lowering of normal 
intelligence accompanies epilepsy the educational diffi- 
culties are increased. If intelligence is in the lower 
range of normality the effort of keeping up with better 
erdowed children may intensify emotional stresses and 
strains which themselves help to increase epileptic 
attacks. If the child's intelligence is low enough to 
warrant special schooling, again there is a tendency for 
teachers to try to exclude the epileptic because of the 
disturbance caused by the fits. This is understandable, 
because the education of defectives is often difficult 
enough without added hindrances which will distract 
both teachers and the always tenuous attention of the 
backward. What, then, may be said of the epileptic 
colonies and their special schools? Here the aim is to 
educate epileptics, but no provision is made for mental 
defectives. Hence only those children with an intelli- 
gence quotient above a certain figure can go to these 
schools—again a logical and necessary safeguard in the 
interests of the normal epileptic children. The epileptic 
who is a borderline defective—and this may be a large 
group judged by the distribution of intelligence in 161 


epileptics investigated by Davies-Eysenck'—may there- . 


fore fall between two stools and miss schooling which 
would be of great benefit to him. Lower-grade defec- 
tives will probably go to a colony where a few over- 
worked people are doing their best, often with facilities 
and staff that are discouragingly inadequate, to meet 
some of their educational needs. Apart from this, how- 
ever, there is one other special problem. Epileptic chil- 
dren, even if of good intelligence, seem rather more 


- prone to episodic behaviour disorders (it is arguable 


whether these are epileptic variants or a primarily 
psychogenic reaction to the disruption and emotional 
upsets caused by their fits), and these also make them 
unwanted pupils in crowded schools. 

Most epileptic children living in the neounel com- 
munity are bright enough to benefit from education. 
Davies-Eysenck shows, for instance, that the average 
intelligence, measured by a number of tests, of a group 
of out-patient epileptics attending a neurological clinic 
was very little lower than that of the “ normal” popu- 
lation, though there was a larger proportion of less 
than average intelligence among the epileptics. Again, 
a group of 57 epileptic children between 7 and 14 years. 
of age had a slightly higher mean score on the progres- 
sive matrices test than a normal control group. More- 
over, it is a constant observation of those who have to 
deal with epileptics that mental and physical occupa- 
tion reduces the frequency of fits. Local education 
authorities would therefore do well to give special 
attention to the education of the epileptic, particularly 
perhaps to the small group of children whose intelli- 
gence quotient is average or above, but whose abnormal 
conduct is an added bar to ordinary schooling. There 
is something to be said for the trial of the small special 
school for such a group, and perhaps a school of this 

1 J. Neurob. Neurosurg. Psychiat., 1952, 16, 39. 


imaginative experiment. Most of the Fund’s income 


kind could also admit intelligent children without overt 
epilepsy but with behaviour difficulties and with un- 
stable or dysrhythmic electroencephalographic recerds : 
these children often prove too much for the child- 
guidance clinic. Individual enterprise has already done 
something towards setting up such schools. Here is a 
chance for progressive local authorities to take the 
initiative once again. The London County Council in 
its pioneering days would certainly have accepted such 
a challenge. 


THE VOLUNTARY SPIRIT 


King Edward’s Hospital Fund fulfils the first condition 
for continuing existence, that of adaptation to changing 
circumstances. The virtual disappearance of veluntary 
hospitals might seem to have extinguished, not indeed 


‘the resources of the Fund, which amounts to between 


£6m. and £7m. of invested capital, but its oppertunities 
for employing them. On the contrary, the annual report 
for 1951 states that during the last three years, since 
the nationalization of hospitals, the voluntary spirit has 
taken a new lease of life. More than half a century 
ago the founder of the Fund, afterwards Edward VII, 
insisted on a very wide discretion in the use the Fund 
might make of its riches. It has never been a mere 
agency for the distribution of largesse, ner concerned 
only with the need of hospitals for monetary assistance. 
It has continually introduced or inspired new methods 
for improving the hospital service, and this goes on 
even when hospitals have become the responsibility of 
the State. The grants which the Fund makes to hos- 
pitals within the National Health Service are partly for 
amenities and partly for other purposes. The amenities 
include wireless installations, tennis courts, film projec- 
tors, divan beds, and the like. The “other purposes ~ 
are represented by ward improvements, better facilities 
for nursing staff, more convenient kitchen equipment, 
training of hospital domestic workers, and so forth. To 
hospitals and other institutions outside the National 
Health Service the Fund in 1951 contributed £12,000 
in maintenance grants, and £74,700 in capital. 

One timely activity has been the sponsoring of a num- 
ber of homes for the aged sick. They are intended to 
provide the right living conditions for hospital patients 
who have reached a certain stage in convalescence from 
illness or accident, but are slow to recover, as old people 
are inclined to be. Six homes, three of them provided 
by the Fund itself, and the others run by organizations 
receiving substantial help from it, can now show records 
of their work over reasonably long periods, and early 
in 1952 (outside the scope of the present report) four 
new homes were opened. The usual length of stay is 
two or three months, and each home is large enough 
to hold a minimum of 25 patients and staff. 

Much other work is recorded in this report—the emer- 
gency bed service, the hospital administrators’ staff col- 
lege, the recruitment and care of nurses, the advisory 
catering organization—all of which goes to show that 
the partnership of the State with voluntary service in 
hospital administration is, as a report of the National 
Council of Social Service expressed it, a courageous and 
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is the yield from invested capital, but it is interesting 
to find that it still enjoys the confidence of testators. 


In 1951 the amount received in legacies was £131,000, - 


apart from a further £80,000 (additional to a previous 
interim payment) from the estate of the late Lord Wake- 
field. If the day of large bequests to charities is drawing 
to a close it is not altogether because of the cessation 
of charitable impulses in a welfare state but also because, 
shorn by death duties, estates are only a ghost of their 
former selves. 


UNUSUAL SOURCES OF FOOD 


The threat of actual starvation in a few decades for 
many sections of the world’s increasing population 
makes the search for food a universal social problem. 
The possibility of exploiting new forms of food cannot 
fail, therefore, to attract interest. Good reason for 
optimism may be found throughout the long history 
of man’s struggle to provide for his needs, during which 
additional food supplies have been gained on a ‘vast 
scale by a series of outstanding discoveries or innova- 
tions. Thus in the dawn of civilization hunger was 
averted by such fundamental steps as the cultivation of 
crops and the domestication of animals. Elizabethan 
times saw the introduction from America of the potato, 
remarkable both for its high yield of calories per acre 
and for its ease of cultivation. The rotation of crops, 
the proper application of fertilizers to the land, the arti- 
ficial fixation of atmospheric nitrogen, the storing of 
food by canning and refrigeration, the production of 
margarine by the catalytic hardening of oils, and the 
highly mechanized hunting of the whale to provide such 
oils have been other important advances. 

Insects as items in the human diet have recently been 
discussed in a scholarly treatise by Bodenheimer.’ He 
points out that while honey is accepted by Western civi- 
lization as a polite and attractive food the idea of eating 
insects themselves, rather than their products, seems 
barbaric and distasteful. Primitive peoples in all parts 
of the world, however, are less fastidious and are glad 
to add all edible forms of insects, such as ants, locusts, 
grasshoppers, and caterpillars, to their meagre diets. 
Supplies are often seasonal, both in quantity and quality. 
Thus locusts, which may be shot down from the inva- 
ding swarms by means of multi-pronged arrows, vary 
greatly in their fat content according to their stage of 
development, and if too old are dry and tasteless. They 
are usually fried in their own fat, and may be eaten at 
once or after storing. In spite of their direct contribu- 


_ tion to primitive diets, however, many insects are a 


liability rather than an asset on account of the ravages 
which they inflict on crops. World food supplies will 
probably benefit more by the judicious use of insecti- 
cides than by attempts, other than bee-keeping, to 
increase the production of insects. 

In contrast to the primitive urge towards entomo- 
phagy the desire to make use of grass as a direct source 
of human food has originated mainly in the minds of 
scientists, among whom N. W. Pirie has been prominent. 


1 Bodenheimer, F. S., Insects as Human Food, 1951, W. Junk, The Hague. 
2 Science, 1952, 116, 157. , , 
3 Plant Physiol., 1949, 24, 120. 


‘be capable, under the guidance of the biologist and bio- 


Throughout the world enormous masses of herbage 
aré passed through intermediary agents, in the form of 
the cow and sheep, to provide human food. The meat 
and milk so obtained, however, represent only a small 

fraction of the original grass, which cannot in general 
be directly eaten by man in more than minute quan- t 
tities because of its high content of indigestible fibre. 
Numerous investigations have therefore been made on _ 
methods for obtaining the protein of grass free from : | 


its fibre. By high pressure at least a fraction of the pro-— 
tein can be extracted in solution in the resulting grass 


_ juice, but attempts to make it attractive as a human 


food have so far made little progress. Since the fibrous 
residue left after the expression of the juice can readily 
be dehydrated into a useful winter fodder for cattle 
the procedure would not have to depend entirely on the 
production of human food for its commercial success. 
For a blending of scientific realism with the spirit of 
the future we must turn to investigations on the cultiva- 
tion of unicellular aquatic organisms, such as chlorella. © 


Roger Adams?’ has drawn attention to the inefficient use a 
the world makes of the energy which the sun radiates ~ ee 
down upon its surface. He quotes calculations which _ 
show that if all the coal, petroleum, peat, wood, and - 


other combustible substances accumulated in or on the 


earth throughout the ages were to be ignited in order i. 

to serve as a substitute for sunshine the great conflagra- diz 
tion would suffice for only two to three days. Supplies - 
of radioactive substances would be used up in another Es 


few hours. The problems of feeding our increasing 
population and providing fuel may therefore be 
answered by devising better ways of utilizing sunshine. 

In the food factories of the future, which will pre- 


sumably be located in the Tropics to allow maximum _ 2 
insolation, we may perhaps visualize vast areas covered = 
with shallow troughs, supplied with water by a river a 


if chlorella is used, or by an ocean if some rapidly grow- 
ing marine organism should eventually prove equally 
suitable for cultivation. Inorganic nutrients and prob- 
ably carbon dioxide gas will be passed into the sunlit 
troughs, and every few hours a skimming mechanism 
will pass through the fluid to collect the harvest of green - 
sludge. There will obviously have to be machinery for 
pumping the sludge into storage tanks before the solid 
matter is removed, pressed, and dried. In an adjoining 
factory white-coated chemical engineers will then turn 
the steam taps, from boilers fired with chlorella residues, f 
to work routine procedures for the manufacture of pro- 
teins, fats, carbohydrates, and vitamins. m1 
The necessity for heavy capital expenditure may per- . 
haps prevent an early fulfilment of this dream, but 
scientists in many countries are exploring its possibilities 
on a laboratory scale. Spoehr and Milner,* for example, 
have studied the effect of conditions of cultivation on 
the chemical composition of dried chlorella. The range 
for protein was 9-58%, for carbohydrate 6-38%, and 
for lipoids 4.5-85%. With a composition which responds 
so readily to the exact procedure followed in its culti- 
vation the unicellular aquatic organism should certainly 


chemist, of providing the human race with such nutrients 
as are required from it. , 
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PART 


As recently as twenty-five years ago typhus fever was 
thought to be a single entity, an infectious fever that by 
tepeated epidemics, usually associated with war and 
famine, had long decimated armies and populations. 
Traditionally attributed to contamination by vermin or 
vitiated air, it was only in 1909 that its transmission by 
body-lice was demonstrated, and in 1922 that rickettsiae 
were incriminated as the causal micro-organisms. Its 
occurrence in Great Britain was very rare, and few were 
familiar with it. 

Since then the collaboration of serologist, virologist, 
and entomologist, intensified by the spur of war and 
aided by refinements of technique that brought preci- 
sion, has shown that there are eight, possibly twelve, 
individual members of a comprehensive group of typhus- 
like fevers, some prevalent in each of the five continents. 
One, scrub typhus, had an incidence of 25,000 cases 
and a death rate of 10% in the Allied Armies in the 
second world war. Another, “Q” fever, first identified 
in Australia, is to-day being recognized increasingly in 
the Americas, Europe, and Great Britain. This recent 
elucidation and the mounting British military commit- 
ments overseas have made it incumbent on clinician and 
laboratory worker to acquire familiarity with it—an 
obligation enhanced by the notable success of treatment 
with the newer antibiotics and of prophylaxis by vaccines 
and insecticides. 

Originally the typhus group comprised only those 
fevers in which the blood serum of the convalescent 
patient gave a positive Weil—Felix reaction. But inso- 
much as in two recently discovered rickettsial fevers— 
Q fever and rickettsialpox—convalescent sera do not 
agglutinate any known strain of Proteus X, an alterna- 
tive designation, “ rickettsial fevers,” or the “ rickettsi- 
oses,” has gained currency. 

A classification of these fevers based on the vector, 
though not ideal, is the most lucid, and is as follows : 

Louse-borne : epidemic typhus; trench fever; ? Brill’s 
disease. 

Flea-borne : murine or endemic typhus. 

Tick-borne: Rocky Mountain spotted fever; fiévre 
boutonneuse ; North Queensland tick typhus; Indian tick 
typhus; Q fever; South African and East African tick 
typhus ; Siberian tick typhus. 

Mite-borne: scrub typhus (tsutsugamushi disease) ; 
rickettsialpox. 

All have. much in common, especially the clinical syn- 
drome, pathological changes, morphology of the causal 
rickettsiae, and the response to antibiotic therapy. It 
must suffice to describe these common features only 
once in as much detail as space allows, and in other 
members of the group to restrict detail to contrasting 
features. 


Louse-borne Typhus 


(Synonyms: typhus exanthematicus, classical typhus, 
epidemic typhus.) Epidemics of louse-borne typhus have 
been recorded through many centuries: the largest in 
Eastern Europe and the Balkans ; others in South America, 
Mexico, Japan, and the mountainous regions of North 
Africa, India, and other parts of Asia. In Great Britain 
the disease has been almost unknown for a generation. 


Clinical Syndrome.—The incubation period is usually 10- 
14 days. The abrupt onset of headache and fever, with 
generalized aches and pains, is the rule. The temperature 
rises quickly to the region of 104° F. (40° C.). Between 
the fourth and seventh days a rash appears; faint rose- 
spots, fading on pressure, become maculo-papular and occa- 
sionally purpuric. Deafness is a frequent and valuable sign 
in the second week. The pulse and respiration are acceler- 
ated. Albuminuria is slight. Complications of the pul- 
monary and nervous systems may supervene after the 
seventh day ; the former as bronchitis, bronchopneumonia, 
or (more rarely) lobar pneumonia; the latter as active 
delirium or stupor. In the second week the clinical signs 
intensify. In the absence of complications the fever declines 
between the 14th and 18th days, usually by quick lysis, and 
improvement is rapid ; in their presence fever may be, pro- 
longed into the fourth week. Other complications are rare : 
thrombosis of the internal saphenous vein, gangrene of the 
foot, parotitis, facial paralysis, and subdural haemorrhage 
with resultant hemiplegia have all been recorded. The 
mortality varies in different epidemics: usually between 
10 and 20%, it increases with age. 


Human Pathology.—At necropsy there is no patho- 
gnomonic sign. Usually petechial haemorrhages are found 
in the endocardium, gastric mucosa, renal pelvis, and some- 
times in the brain. In the lung there is congestion, broncho- 
pneumonia, or (more rarely) lobar pneumonia. The histo- 
logical picture is that of an endarteritis of the smaller 
blood vessels, arterioles, and capillaries, which also show 
some degree of perivascular proliferation. In the myo- 
cardium the salient features are oedema, vascular dilata- 
tion, and a diffuse infiltration of plasma cells, monocytes, 
and lymphocytes between the muscle bundles, changes that 
dictate slow convalescence. 


Aetiology.—The causal organisms of all the rickettsial 
fevers are rickettsiae, bipolar or diplobacillary organisms, 
easily visible under the 1/12-in. oil-immersion system. 
Most of them do not pass through bacteria-tight filters ; 
all multiply only within living cells. Minor variations in 
morphology within the group occur. Rickettsia prowazeki, 
the causal organism of louse-borne typhus, is of the slender 
rod-shaped diplobacillary variety. 


Transmission.—The vector is the body-louse, Pediculus 
humanus ; it feeds only on man, so that the transmission 
is exclusively man-louse-man. R. prowazeki multiplies in 
the endothelial cells lining the gut, which ultimately rup- 
ture, so that the louse faeces become infective three to five 
days after an infective feed and, in the dried state, remain 
so for many months, thus being a vital factor in the 
epidemiology of the disease. 


Laboratory Diagnosis.—For the routine laboratory two 
methods are suitable—the Weil—Felix reaction and the 
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The Weil-Felix Reaction. Usual Agglutination Results Obtained 
in the Rickettsial Diseases 


Proteus 
Disease 
OX 19 Ox2 OX K 
demic typhus . . os ++++ + 0 
urine ++++ + 0 
b 0 0 ++++ 
Rocky Mountain spotted fever}; ++++ + 0 
or + 0 
Qfever .. 0 0 0 
Rickettsialpox 0 0 0 


isolation of R. prowazeki. In louse-borne typhus agglutina- 


iS, tion is of the OX 19 type. Except for tick-borne typhus 
ve most laboratories omit Proteus OX 2. The waxing and 
in waning of successive titres is as significant as the height 
a, of titre attained. For the isolation of R. prowazeki, guinea- 
th pigs are inoculated intraperitoneally with whole blood drawn 
iD during the first week of fever, or with macerated blood-clot 


if the blood is drawn later. Male guinea-pigs are preferred, 
)- since scrotal redness and swelling (the Neill-Mooser re- 
b action) in the initial or later serial passages virtually exclude 
re louse-borne typhus. A non-fatal febrile reaction of six to 
D seven days’ duration results. Inoculation of infected 
2. material into the yolk-sac of the fertile hen’s egg has 
:- proved highly successful; smears of the yolk-sac mem- 
D brane reveal endothelial cells laden with rickettsiae ; but 
r- utilization of this technique is a to — 
equipped laboratories. 

e 

i, 

=) 
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Control Measures 


Former cumbersome methods of delousing by the 

steaming of clothes and shaving of hair have been sup- 

planted by the application of 10% D.D.T. powder by a 

hand-pump into the hair, down the neck, up each sleeve, 

and down the waist into the trousers, a procedure completed 

m in a few seconds. For a period of three weeks all lice 

" present, and those hatching from eggs or reintroduced, are 

" destroyed. Impregnation of clothing by D.D.T. solutions 

" is even more effective, but problems of supply, distribution, 

and application detract from its practicability in mass anti- 
louse campaigns. 

Immunization.—Weigl’s very effective vaccine, based on 
the anal inoculation of laboratory-bred lice, lacks practic- 
ability on the score of expense, and has been superseded 
by killed rickettsial suspensions prepared from yolk-sac 

* material, a vaccine introduced by Cox, refined by Craigie 
and by Topping, and available commercially. Three injec- 
- tions of 1 ml. are given at weekly intervals, and a “ booster” 
dose yearly. Used on a vast scale in the second world war, 
it reduced the incidence, length, and intensity of the infec- 
- = tion, and the liability to complications ; and virtually 
eliminated mortality. 


! Therapy.—Because of the success of the newer antibiotics 
in all the rickettsial fevers, treatment will be considered later 


‘ in one composite section. 
Flea-borne Typhus 
‘ (Synonyms: endemic typhus, urban typhus, murine 


typhus, shop typhus.) * The introduction of the Weil-Felix 

reaction in 1915 placed this mild disease amongst the 
} rickettsial fevers. World-wide in its distribution, in Great 

Britain it is rare. Clinically it simulates louse-borne 
] typhus, but is milder and briefer, and complications are 
fewer. The death rate is less than 1%. The causal 
Q organism is Rickettsia prowazeki mooseri, demonstrable in 
smears stained by Giemsa’s or Machiavello’s method from 
the exudate in the tunica vaginalis of male guinea-pigs 
inoculated as described for louse-borne typhus. The 
Neill—-Mooser reaction is usually present. Rats and rat- 
fleas (Xenopsylla cheopis) are the common reservoir and 
vector respectively. Faeces from infected fleas will cause 


infection if inoculated by scarification. The life-span of 
the flea is not shortened; the faeces continue to contain 
rickettsiae until death of the flea. For laboratory diagnosis 
two tests suffice—isolation in male guinea-pigs and the Weil- 
Felix reaction. In laboratories appropriately equipped the 
complement-fixation and rickettsial-agglutination tests will 
distinguish louse-borne from flea-borne typhus. 

Control measures are anti-rodent, anti-flea, and anti- 
rickettsial. Rodent control includes proper storage of 
food, disposal of garbage, and poisoning, trapping, fumiga- 
tion, and rat-proofing. Rat-fleas are very vulnerable to the 
dusting of rat runs and burrows with 10% D.D.T. An 
effective vaccine prepared from R. mooseri by the yolk-sac 
technique is available commercially. 


Mite-borne Typhus 


(Synonyms: scrub typhus, Japanese river fever, pseudo- , 


typhus.) Long known as the tsutsugamushi disease of Japan 
and Formosa, a high incidence occurred throughout the 
Allied Armies in the South-east Asia and South-west Pacific 
theatres of war. It is an Eastern disease: an arc drawn on 
a map from Assam and Burma southward, eastward, and 


N. J 


Fully-fed larval mite on the head of a of 
Kramis, C. B. Philip, and the Scientific Monthly. 


then northward to Japan, thus including Ceylon, Malaya. 


Indonesia, Queensland, the Philippines, and Formosa would 
broadly indicate its known incidence in 1941. It was then 
more interesting than menacing, but later when jungle war- 
fare began the incidence soared. 

Clinical Syndrome.—IiIn its incubation period, abrupt 
onset, febrile reaction, headache, rash, deafness, and compli- 
cations, the syndrome resembles that of louse-borne typhus. 
But there is an added sign, a dermal lesion at the site of 
the mite-bite ; this is first macular, then papular, and in 
some cases (more often in Europeans than in Asiatics) pro- 
gresses to become a necrotic ulcer, consisting of a black 
crust, about 5 mm. in diameter, surrounded by a contiguous 
hyperaemic areola. The commonest sites are the calf, upper 


‘arm, neck, axilla, scrotum, and ankle, determined partly by 


the brevity of tropical clothing, partly by the preference of 
the vector for moist areas of skin. The adjacent lymphatic 
nodes may be much enlarged and tender ; but if no ulcer 
develops there is only a generalized moderate enlargement. 
and a slight tenderness that nevertheless comprise a valu- 
able diagnostic sign. An enlarged spleen is usual. The 
mortality rate varies with different endemic areas, reflect- 
ing marked strain differences ; in Japan, 60% in one district, 
30% in another ; in Burma, 10-15% in the north, 1% in 
the south; in Malaya, about 10%. The morbid anatomy 
and histology resemble those of louse-borne types, but 
the lesions are fewer. 


e 


— a 
- 
> 
| 
| 
j 


828 Ocr. 11, 1952 


‘ 
THE TYPHUS GROUP OF FEVERS Barna 


Aetiology and Transmission.—The causal organism is the 
Rickettsia tsutsugamushi, the term given by Ogata in 1929 
to the short bipolar-staining bacilli, 0.8 » x 0.4 u, obtained 
by him from the testis of rabbits infected by the intratesticu- 
lar route. They stain well by Giemsa’s method. The 
vectors are the larvae of certain species of the family 
Trombiculidae (see Figure). In ~ an and Formosa the 
species is Trombicula akamushi ; in Malaya and Indonesia, 
T. akamushi and T. deliensis, which are closely akin. 
The common reservoirs are field voles in Japan and rats 
in Malaya, Indonesia, and Formosa. Wartime investiga- 
tions extended the range of hosts to tree-shrews, bandi- 
coots, civets, barking deer, and the mongoose. Larval 
mites have also been found on birds of many species, some 
of them migratory ; most récently an American Army medi- 
cal research unit in Malaya found infected mites on quail, 


_in numbers far exceeding those on rats trapped in the same 


area. These data explain why in the late war the incidence 
of scrub typhus soared. The ebb and flow of jungle warfare 
increased human incursion into the haunts of this disease, 
essentially one of mites and rats. Increasingly, therefore, 
man supplanted the rat as a host of the infected mite, 
and, to his cost, became the indicator of hitherto “ silent” 
areas. 

Laboratory Diagnosis.—This is made by the isolation of 
strains in the laboratory mouse, and by the Weil-Felix re- 
action. In the former, 0.5 ml. of whole blood drawn from 
the patient during the first week of fever is inoculated intra- 
peritoneally into mice; death occurs about 10 days later. 
Necropsy reveals three cardinal signs—namely, a sero- 
fibrinous peritoneal exudate, pleural effusion, and splenic 
enlargement. Smears from the visceral peritoneum, after 
staining by Giemsa’s method and differentiation with 
acetone, reveal abundant intracellular rickettsiae, mostly 
as clusters near the nucleus of endothelial cells. In the 
Weil-Felix reaction agglutination is of the OXK type. 
Positive titres (1 in 125 or higher) are obtained from the 
eleventh day onward. The waxing and waning in titre in 
successive samples of blood drawn at weekly intervals is 
significant. 

Control Measures 


: Anti-rat.—Attempts to reduce permanently the rat popula- 
tion of an area of countryside rarely succeed. The hunting 
of rats, encouraged by rewards, has proved the most practic- 
able method on estates ; but cessation is followed by rapid 
reversion to former conditions. 

Anti-mite-—These measures are twofold, mite-avoidance 
and mite-poisoning. The former is secured by burning off 
surface scrub by flame-throwers, bull-dozing the surface 
soil, and repeated covering of the ground with diesel oil ; 
the expense and techniques limit them to use by the armed 
Forces. The development of effective mite-poisons was one 
of the important advances of the late war. American and 
Australian investigations demonstrated that clothing impreg- 
nated with dibutyl phthalate and benzyl benzoate, separ- 
ately or as a mixture, proved lethal to mites within the 
space of two minutes. The British used a simple hand- 
smearing technique ; the Americans, mechanical processing 
plants ; 75% of the incidence was thus averted. 


Anti-rickettsial—The development of vaccines was sought 
unremittingly by British and American scientists, but without 
any convincing success. Vaccines prepared from the fertile 
hen’s egg, cotton-rat lung, rat-lung, rat-spleen, and agar 
tissue-cultures gave indications of efficacy in laboratory ani- 
mals, but evidence of success in man was lacking. 


[Part II will appear in our next issue.} 


Refresher Course Book.—The first 55 articles of this series 
(fully revised) are available as a book, price 25s. including 
postage, from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. A list of the contents 
of the book will be found at p. 839. 


THE NEW ACADEMIC YEAR 
KING’S COLLEGE HOSPITAL 
The Congestion of the Curriculum 


The opening of the 123rd winter session of the King’s 
College Hospital Medical School took place on October 3. 
when Dr. F. M. R. WALSHE presented the prizes and 
delivered an address. It was close upon 50 years, he said, 
since he first entered a medical school. In those halcyon 
days the students were not stuffed with information from 
morning to night; they were allowed a reasonable amount 
of time for independent thinking. They received sufficient . 
information to make them willing to learn afterwards in the 
hard school of responsible medical practice, which at least 
gave them experience and judgment. There was no com- 
plaint in those far-off days that they were not being taught 
what they would most need to know in their later career, 
nor that they were being taught things they would never 
need to know. All teachers knew that only certain facts 
and principles could be taught in school, and that all else 
they wanted to make a good doctor must be learned in the 
hard way as they went through life. “One cannot teach a 
man to be a doctor; one can only teach him to be a 
technician.” 

Dr. Walshe’s submission was that the present intolerable 
congestion of the curriculum ignored the fact that some 
things could not be imparted by formal teaching. The student 
must be instructed to steer his course intelligently and to 
acquire a gift of understanding his fellow men and a 
capacity for dealing with them, sick or well. Grumbles 
were often heard that the student was not taught in hos- 
pital to deal effectively with the mass of minor ailments 
which were going to be his main task in later life. This was 
surely another field where experience alone could give what 
was needed. It could be acquired by himself only by direct 
responsibility and by learning from his mistakes. He 
besought them not to expect the impossible from their 
training in hospital. A selective appetite must be encour: 
aged. 

In apologizing for the iconoclasm of his address, Dr. 
Walshe said that there was a well-established tradition in 
domestic life that an occasional breaking of china cleared 
the air. He had been breaking a few idols that afternoon, 
but he desired to end with something constructive. There 
were things that could not have a place in the student’s 
training, and about which his examiners would never ask 
him, except indirectly. One of these things was the 
student’s' acquaintance with literature. Medical student 
life left less time than ever for general reading. We grew 
more scientific and at the same time less civilized. Yet they 
were still members of a learned profession and should try 
to remain civilized persons with some capacity for expres- 
sion. A Spanish writer had said that what marked the 
superiority of a man was not what he asked for himself 
but what he asked from himself. To that minority he would 
like to see the profession continue to belong, and with that 
in mind he begged the students to give some part of their 
scanty leisure to general reading. 


ROYAL FREE HOSPITAL SCHOOL OF MEDICINF 


Medicine and Experimental Science 


The inaugural address at the Royal Free Hospital School 
of Medicine on October 3 was given by Sir Henry DALE. 
and the prizes and certificates were presented by Lady Dale. 
In speaking of the place of research in medical education 
and practice, Sir Henry Dale said that the range of know- 
ledge which the medical student was now expected to 
acquire was changing and expanding at a rate which might 
well be exhilarating, but which from the point of view of 
the examinee—or even of the examiner—might even appear 
alarming. He could see no sign that this rate of progress 
had reached its climax. When he was a student there 
were two stages in a medical student’s education—the pre- 
clinical and the clinical—and the general assumption was 
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that these had remarkably little connexion the one with the 
other. The position had undergone a fundamental change. 
It could be said that there was a danger lest the art of 
looking at the whole patient be lost in concentration on 
separate data. There must be a danger that the old. clinical 
instinct, based on empirical experience, would face and need 
a special effort to keep it alive. But it was necessary to 
balance what was being lost against what was being gained. 

The change had occurred so rapidly as to seem sudden ; 
there had been greater changes in medicine during the last 
50 years than in the two previous centuries. There was a 
rapid approach towards each other of the two ways of 
medical knowledge which used to be regarded as so diver- 
gent. The two “ armies "—those who worked in the labora- 
tories and those who worked in the wards—would each 
maintain their own drill, discipline, and equipment, but they 
were in constant liaison on the common front of the 
advancement of medicine, which was acquiring more and 
more the character of an experimental science. In so doing 
it was losing nothing of its character as a humane service to 
mankind. 

Sir Henry Dale went on to ask’ whether it was going to 
be possible to keep alive the flame of science under the 
conditions of general practice in a National Health Service. 
He did not venture an answer, but he stressed that if the 
students found the conditions adverse it was for them to 
help to bring pressure to get these conditions altered. If 
State control was causing misuse of the doctor’s time and 
energies over things that were not really essential they 
should make vocal and insistent the convictions and 
demands of a medical profession which wanted to get all 
the benefits of the new knowledge for the service of its 
patients. 

Earlier in his address Sir Henry Dale had alluded to the 
history of the Royal Free Hospital School of Medicine. He 
said that he was glad to have been able to take part in the 
frank, vigorous, but not unfriendly discussion about the 
opposition of other medical schools in London to taking 


- women students. The adjustments-had now been made with 


remarkably little friction and a considerable amount of 
good will. Already the new arrangements had begun to 
make a substantial change at the “ Royal Free,” and it 
might be found that in the future the school would have 
lost its special character by absorption under the co- 
educational system for the University of London as a 
whole. But. he hoped that the pioneer part which the 
school had played would always be kept in mind. 


ST. GEORGE’S HOSPITAL 


Inter-professional Exchange 
The opening address at St. George’s Hospital Medical 
School was delivered on October 4 by Sir Davip HUGHES 
PARRY, professor of English law in the University of 
London. 
The lecturer began by pointing out that social and 


economic changes during the present century had added © 


enormously to the cost of professional training. One conse- 
quence of such changes was seen in the tendency of the 
members of a particular profession to regard their education 
and training exclusively from their own professional point 
of view. During the past few months there had been much 
public and private discussion of the methods of general 
education which were suitable for the boy or girl who 
intended on leaving school to enter a profession by way 
of a university. It was expected that the student would 
have a good liberal education, a certain amount of 
specialized knowledge, some developed capacity for 
orderly thinking, and some acquired power of expres- 
sion. Indeed, one of the complaints concerning those turned 
out by the schools in these days was that they lacked the 
ability clearly to express their ideas. 

In recent years there had been great pressure on the 
universities to undertake more and more responsibility for 
professional training. One reason for the pressure was the 
laudable desire of the professions to ensure a high standard 


of training for new entrants and to raise professional 
status. One result also had been to lengthen the period of 
training, so that, including his period of National Service, 
the student might actually be in his late twenties before 
starting his life work. \ 

Sir David Hughes Parry went on to urge a more generak 
association of the professions during the training period. 
Our society had been transformed recently from an organiza- 
tion with predominantly local self-government and indi- 
vidual enterprise to a highly centralized bureaucratic State. 
This brought with it problems which should not be left 
out of account in professional training, and one response 
to this challenge might well be to stimulate among the 
members of all professions a general interest in professional 
careers and encourage informed discussion between those 
intended for different professions. The organizers of uni- 
versity courses often seemed to miss the“opportunity to 
provide for such mixed discussion and for extra-curricula 
activities. The University of London, with a teaching staff 
of 2,311, offered almost unlimited opportunities for such 
activities. -He suggested that committees of the staff and 
students of medical schools should be set up to consider 
ways and means of enlisting the interest of students in. 
activities outside their own technical experience. 


MEDICAL PROTECTION SOCIETY 


SIR E. ROCK CARLING ON “RESPONSIBILITY ” 


The annual meeting of the Medical Protection Society was. 
held at its offices in Leicester Square on October 1. 

Sir ErRNEsT Rock CaR.ina, the president, in some remarks 
from the chair, said that the question of responsibility which 
the profession had to face was twofold. Every doctor had 
a sense of medical responsibility for the care of his patients, 
but from the legal point of view the responsibility which 
certain regional boards or boards of governors were inclined 
to establish went much further, and made the doctor 
responsible for everything that was done by those who 
assisted him. This placed the medical profession in an 
impossible situation. The whole work of the doctor would 
come to an end if it were not possible for him to delegate 
responsibility. 

An even more serious situation had been created. An 
action was brought against a board of governors by a 
patient who had suffered, or thought he had suffered, as 
the result of an operation. In defending themselves the 
board handed to the solicitors for the plaintiff a number 
of clinical particulars in respect of which they asserted that 
a member of their staff had been grossly negligent. The 
solicitors naturally received and adopted the accusations. 
That particular matter was. still sub judice, but members. 
should be aware that that was one of the hazards to which 
they might be exposed. 

The War Office had put out a notice suggesting that it 
was unnecessary for serving officers to be members of a 
defence society. The Medical Protection Society endorsed 
everything that the Medical Defence Union had said in 


reply to this. 


Sir Ernest Rock Carling also drew attention to borderline 
risks. Many accidents occurred on professional premises, 
such as slipping on a polished floor, for example, possibly 
resulting in claims which were right outside the scope of 
the Society and should be dealt with by commercial insur- 
ance. But there were many claims which were on the 
borderline, and he assured members that in such cases they 
were given by the Society the benefit of any doubt there 
might be. If there was the slightest slur upon the profes-. 
sional reputation of a member he might be quite sure that 
the Society would regard it as its duty to defend him. 

The accounts of the Society, presented by the treasurer, 
Mr. W. M. MOLLISON, showed accumulated funds of about. 
£100,000. The total income for the year was £32,050. The: 
total membership of the Society was over 27,000. 
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CORRESPONDENCE 


Correspondence 


Because of the present high cost of producing the Journal, 


and the great pressure on our space, correspondents are 


asked to keep their letters short. 


R.M.B.F. Christmas Gifts Fund Appeal 


Sirn,—I shall be grateful if you will give space for an- 


appeal to provide Christmas gifts for the beneficiaries of the 
Royal Medical Benevolent Fund. Gifts at Christmas-time 
have a special value and ‘significance, for they make the 
recipients feel that they are not forgotten and are being given 
personal help and sympathy. 

I hope that subscribers to the Royal Medical Benevolent 
Fund will spare a little more to help colleagues and their 
relatives who have fallen on hard times, and that members 
of the medical profession who do not subscribe to the Fund 
will do so without delay. Owing to the increased cost of 
living, as shown by the higher prices of food, fuel, and 
other necessities, the need for support is greater than ever. 

Donations and subscriptions should be sent to the 
Secretary of the Royal Medical Benevolent Fund, 1, Balliol 
House, Manor Fields, Putney, London, S.W.15, and marked 
“Christmas Gifts.”—I am, etc., 

WEBB-JOHNSON, 


President, . 
Royal Medical Benevolent Fund. 


Coroners’ Inquests 


Sm,—As one who combines the office of a county coroner 
with general practice in medicine I may perhaps be permitted 
to criticize your leading article (September 27, p. 709). 

While a “ rider” to the verdict of a coroner’s jury is not 
to be encouraged unduly, its purpose is useful and certainly 
not “incomprehensible.” Indeed, sometimes by far the most 
useful purpose served in a particular inquest is that by this 


or other means it draws attention to a state of affairs which - 


endangers life. If it happens to be a state of affairs inherent 
in the methods of such an important functionary as a doctor 
it is indeed most worthy of notice. 

To quote your article again: “ The coroner’s inquest is a 


matter which no doctor called to give evidence before it. 


should take lightly, since he is open to the potential danger 
of a damaging rider by the jury.” With or without a jury 
the “ danger ” of exposure of negligent or unscrupulous be- 
haviour is a potentiality long before it is time either for the 
coroner or his jury to consider their verdict. You, Sir, go 
on to consider “whether this danger can be abolished 
without the abolition of the whole system.” It does not 
appear to have occurred to you that there may be something 
to be said for leaving doctors under the impression that 
they cannot be certain of getting away with absolutely any- 
thing in a coroner’s court short of murder or manslaughter. 
On the other hand, you point out that an inquest is a useful 


prelude to civil proceedings from the point of view of future — 


plaintiffs. I suppose you would not press that opinion in a 
case where a doctor was likely to have to play the role of 
defendant in any subsequent civil action. 

If it could be shown that doctors had suffered unduly 
at the hands of coroners or their juries there might be 
grounds for abolition of the inquest. But I think most 
doctors will agree that the medical profession has on the 
whole been treated very well. Incidentally, this is to some 
extent due to the co-operation of the Press, whose members 
are generally most ready to take account of the coroner’s 
view of what would be improper to include in a report. 

Doctors should as far as possible behave at all times in a 
manner that would bear investigation. Although it may be 
hard on a doctor to suffer exposure of an occasional lapse, 
this very rarely happens ; and I do not think, even to avoid 


an occasional misfortune of this sort, the medical profession 
should be primarily concerned with abolition of anything 
that endangers the doctor who has something to hide.—| 
am, etc., 
Eye, Suffolk. J. SHACKLETON BAILEY. 


Three Cases of Weil’s Disease 


_ Sirn,—Dr. Kenneth Robertson (September 13, p. 616) 
quite rightly mentions several unusual features in the second 
case I reported (August 23, p. 427), and in fact doubts the 
diagnosis. 

* The patient actually ran a temperature of 99° F. (37.2° C.) 
for three days after the initial temperature of 98.8° F. 
(37.1°C.) on admission. Even this is a low pyrexia, as 
typically there is an acute febrile illness falling by lysis in 
three to ten days, followed often by a second bout of fever. 
My patient, however, was given penicillin very early in the 
disease (on the fifth day) which could well have aborted the 
fever. Further, the disease has all degrees of severity, and 
in some cases it is so mild that the patient hardly complains 
of any symptoms, and the condition is only recognizable 
by serological tests. In fact at least 40% of cases may not 
even show any jaundice (Meyer ef al.).' 

As regards the normal white cell count in the presence of 
jaundice, Broom and Alston (personal communication) con- 
firm that in the first week of the disease a leucocytosis may 
be absent, and jaundice may appear as early as the second 
or third day. Even in Case 3 a leucocytosis was not ob- 
tained until January 24, 1950, while a blood count carried 
out three days previously (not mentioned in the text of my 
memorandum) showed 11,000 white ceHs with 68% poly- 
morphs, and this was the eleventh day of the disease and 
jaundice was well established. 

Nitrogen retention in Weil’s disease is by no means in- 
variable. The height of the blood urea will in the early 
stage depend largely on extrarenal factors—the vomiting 
and parenchymatous liver damage tending to raise it, and, on 
the other hand, failure of the liver to deaminate amino- 
acids tending to lower it. Later in the disease the nephritic 
element comes into play, and it is then that really high 
figures for blood urea may be obtained. In Case 2 the 
blood urea estimation was carried out on December 29, 
which was early in the disease (two days after jaundice 
commenced) and there had been no vomiting, hence the 
blood urea was not raised. De Cayley’ reported a case of 
Weil’s disease which showed hardly any increase in the 
blood urea throughout the illness although the patient was 
severely ill and deeply jaundiced. Incidentally that case 
was also afebrile on admission. 

The liver-function tests in Weil’s disease will vary from 
case to case and throughout the same case in parallel with 
the variation of the liver pathology in this disease. Thus 
there may be an obstructive element present (blockage of 
the intrahepatic biliary canaliculi) as described by Hutchison 
et al.,° a parenchymatous lesion (liver-cell disorganizatien— 
Heringman and Phillips). or degeneration and regeneration 
(Jackson and Oleesky).° Thus Case 1 showed a mild 
parenchymatous lesion (thymol turbidity >4 and a positive 
Takata-Ara). In Case 2 there is a mixture of an obstructive 
element (alkaline phosphatase >42 and a parenchymatous 
lesion (thymol turbidity >4, colloidal gold ++, Takata- 
Ara +++). Case 3 showed a pure “hepatitis” (thymol 
turbidity >4 and alkaline phosphatase well below 25). . 

As regards the blood cholesterol, Senekjie* finds that this 
shows no variation in Weil’s disease, and one would not 
really call the figure of 225 mg. per 100 mf., as found in 
Case 2, above normal. 

Dr. Robertson’s statement that it is unusual to obtain 
on the 5th day of the disease a positive agglutination, 
especially at such a high titre, is in agreement with most 
authorities. Thus Postmus,’ Kisker,* and Mochtar and 
de Reede’: maintain that the earliest positive is on the 7th, 
8th, and 9th day respectively. On the other hand, Broom”® 
found the earliest possible agglutination to be on the 4th 
day of the disease, and several of his cases gave a positive 
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on the Sth day (including a titre of 1 in 300). It is true, as 
Dr. Robertson_points out, that following a previous un- 
recognized indiinlen the agglutination titre may remain 
positive for several years, but it is only positive in a low 
titre. Thus Kisker, Ulenhuth, and Fromme” and Stuart’? 
demonstrated antibodies in the serum after 16, 22, and 28 
years respectively. 
accepted as evidence of old infection (Ward and Turner)’* 
or as evidence of exposure to infection (Stuart).'* In sewer 
workers titres of 1 in 100 may be found in apparent health 
(Alston and Brown).’* Broom accepts titres of 1 in 1,000 
as confirming the diagnosis, and admits that lower titres are 
more difficult to interpret. In 7% of his cases the highest 
titre reached was 1 in 300, and he stresses especially that 
if such a titre is reached early in the disease it is highly 
suspicious. 

Thus, although Case 2 has many features which are not 
usual, I believe it to be a true case of Weil’s disease.— 
[ am, etc., 

London, N.3. ALAN A. MORGAN. 
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Are More Babies Born at Night ? 


Sm,—In “ Any Questions ? ” (September 20, p. 677) the’ 


above query was propounded, and the answer given was that 
such an impression was unsupported by statistical evidence. 

May I therefore be permitted to submit below the results 
of inquiry carried out in the Lancashire County Council’s 
Health Division No. 17, which has approximately 2,000 
births per annum, and where every birth notification 
(hospital or domiciliary) states the precise hour of delivery ? 
In the first instance I confined the investigation to one year 
—namely, 1951—but in view of the findings I pursued the 
inquiry to include 1950 births and found the same approx- 
imate time distribution as set out below. The inquiry covers 
4,031 births—that is, all births for the years 1950 and 1951. 


Table Showing 1950 and 1951 Births Arranged According to the 
Hour of the Day of Delivery. Total Deliveries Analysed, 4,031 


Number in | Number in 
Number 6-hourly 12-hourly Total 
Period 
.m. to 12 p.m. 
| 
2 ” ” 3 ” 190 
3 ” ” 4 ” 218 
5 197 (55-5%) 
7 179 
9 ” ” 10 ” 170 
10 ” ” 11 ” a 5 4,031 
1 ,, » 12 noon 
1 p.m. 152 
2 136 991 
153 
4 ” ” 5 ” 149 1,794 
5 ” 6 ” 142 ¢ 
Su 162 
7 ” ” 8 ” 130 903 
8 ” ” 9 ” 133 
179 
« 157 


It is apparent from this distribution that if we take the 
12-hourly periods 11 p.m. to 11 a.m. and 11 a.m. to 11 p.m., 
the numbers encountered in these two periods show a dis- 


It is a titre as low as 1 in 10 that is. 


crepancy in favour of an “a.m.” delivery to a degree most 
unlikely to occur on the basis of a random chance distribu- 
tion (x’ indicates P = well beyond the 1 in 1,000 level). In 
fact, there is a 10% excess of “a.m.” births over “ p.m.” 
births. 

_ It is realized that the above results are not inconsisteat 
with the answer given to your correspondent if it is assumed 
that “night” to him is construed as the period 6 p.m. to 


6a.m. My point, however, is that the above sample strongly 


suggests that “deliveries” are not distributed at random 
over the 24-hourly period, but show an excess in “a.m.” 
over “p.m.” births.—I am, etc., 


Ashton-under-Lyne. ALAN S. SIMPSON. 


Geographical Variations in Cancer Mortality 


Sir,—I read with considerable interest the paper by Mr. 
C. D. Legon (September 27, p. 700) on “The Aetiological 
Significance of Geographical Variations in Cancer Mor- 
tality.” I have analysed my register of deaths from cancer 
of the stomach in this region over a period of 10 years, 
and find that in the area adjoining the Tamar valley, which 
is intensively cultivated for early crops of fruit, flowers, 
and vegetables, the mortality from primary cancer of the 
stomach is 4.21 per 1,000 population, whereas for the rest 
of the district, including the town of Tavistock, the rate 
is 2.42 per 1,000. 

These figures may of course be coincidental, but in view 
of Mr. Legon’s interesting paper they would appear to call 
for further investigation by the appropriate éxperts.—] 


am, etc., 
E. D. ALLEN-PRICE, 


Tavistock. Medical Officer of Health. 


“ Camoquin ” and Other Antimalarials 


Sir,—I should like to comment on two points from the 
article “The Superiority of ‘Camoquin’ over Other Anti- 
malarials” by Lieutenant-Colonel Inder Singh and Captain 
T. S. Kalyanum (August 9, p. 312) which will be read by 
many with interest. Their statements, “The period of treat- 
ment has been reduced to the minimum. A single dose is 
all that is required. The dosage and the cost are smaller 
than with chloroquine,” and, “ Although further experience 
is required to established a world-wide superiority, especially 
over chloroquine, the use of a single dose and the smaller 
cost are distinct advantages,” may give one the impression 
that chloroquine is not suited for single-dose treatment. To 
quote only a few, the following selected-references may 
dispel all doubts regarding the efficacy of chloroquine in 
single doses. 

Chaudhuri and his colleagues,’ as a result of comparative 
trials of proguanil (“ paludrine ”), chloroquine, and camo- 
quin with the object of determining the most suitable single- 
dose treatment for malaria in rural areas, concluded that 
chloroquine was the most suitable, as being the most rapid 
in action and the most likely to effect radical cure. Canet? 
has investigated, in Indo-China, the possibility of giving a 
single dose of chloroquine sulphate (“nivaquine”), and 
concluded that when the drug is taken by mouth it is harm- 
less and very active, being capable of curing an attack of 
P. falciparum and P. vivax malaria when given in a single 
dose of 1 to 1.2 g. (0.75 to 0.9 g. of chloroquine base), and 
that relapse was no more frequent than in patients given 
the usual five-day course. Chaudhuri ef al.’ concluded that 
the clinical response to chloroquine in a single dose (1.5 g. 
of base) or divided doses (1.25 g.) was very prompt, 96% 
becoming afebrile and 80% free from parasites in two days 
in a series of 50 patients. In keeping with the observation 
that single doses of 0.5 g. of chloroquine have been surpris- 
ingly effective in patients with some degree of tolerance to 
malaria,‘ these investigators found that, in another series of 
25 patients treated with a single dose of 0.5 g., 84% became 
afebrile and 100% parasite-free in the same period. They 
further observed that they had not had such an excellent 
result with any other antimalarial drug. 
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One cannot state categorically that camoquin is cheaper 
than chloroquine, because in Asiatics, considerable numbers 
of whom have some degree of tolerance to malaria, a single 
dose of chloroquine (anywhere from 0.5 to 1.5 g. of the base) 
may be all that is required.—I am, etc., 

Madras. G. G. KRISHNAMURTY. 
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Ichthyosis and Hypnosis 


Sirn,—My article, “The Treatment of Ichthyosis by 
Hypnotism” (August 23, p. 422), apparently occasioned 
Dr. John Freeman (September 13, p. 615) no surprise. In 
view of the fact that I can discover no record of previous 
successful therapeutic measures by allergists or others, his 
letter is of the greatest interest. 

“The conception of altered reactivity or allergy,’ to 
quote a standard textbook,’ “is one that is very widely— 
and at times wildly—applied to medical problems at the 
present day.” I presume that an allergist of such eminence 
as Dr. Freeman is not using the term “ allergy ” loosely, and 
when he “ unhesitatingly classifies” ichthyosis as being an 
allergic manifestation he is indeed using the term allergy 
in its literal pathological sense. To be so certain implies 
that he has recognized the allergen in question and perhaps 
even pursued his discovery to its logical conclusion by 
desensitizing an ichthyotic patient. If so, this is a finding 
of great moment, and one looks forward to hearing more 
about it. 

The statement that ichthyosis together with other allergic 
conditions is affected by emotions, moods, etc., is also a 
hitherto unpublished observation, and I should be grateful 
to learn from Dr. Freeman what moods and tensions affect 
ichthyosis ; whether they affect beneficially or adversely ; 
how sudden the changes are ; how long they last, etc. 

The improvement in the case of ichthyosis reported was 
strictly area by area in accord with suggestion made under 
the hypnotic trance—namely, first, the left arm ; secondly, 
the right arm ; and, thirdly, trunk and legs. The response 
was strictly local, and at one time one arm was totally clear 
while the rest of the body was completely unaffected. If, 
as Dr. Freeman states, an allergic response rests not in the 
skin but in the blood, the above reaction, which is strictly 
local in character, becomes difficult to explain as an allergic 
type of response to systemic treatment.—I am, etc., 


East Grinstead, Sussex. A. A. MASON. 
REFERENCE 


1 Harley, D., -Modern Practice in Dermatology, p. 155, edited by G. B. 
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Sirn,—Let me say at once that the strikingly successful 
hypnotic treatment of a case of congenital ichthyosis (re- 
ported by Dr. A. A. Mason, August 23, p. 422) must by all 
be considered magnificent. When I wrote (September 13, 
p. 615) that I was not so surprised at this result, I meant 
I was not surprised to see a theory of mine concerning the 
allergic disorders apparently vindicated by Dr. Mason. 
Evidently this lack of surprise needs explaining if it is to 
seem sense to Dr. Mason and to Dr. Kathryn H. Cohen 
(September 27, p. 725). 

They both suspect I am using the word “allergy ” in the 
popular loose way, and funnily enough Dr. Cohen quotes 
at me a longish passage from Dr. David Harley. I not only 
endorse all that he says in this, but I might even have signed 
it myself—as he would be the first to admit. It repeats an 
idea, current in the laboratory where both Harley and I 
were working, that beautiful little allergy had gone on the 
loose and was now all things to all men—an idea which I 
had put into print 15 years previously.’ 

I was careful to classify ichthyosis as one of the group usually 
called “‘ the allergic disorders.” These have a causal mechanism 


running roughly parallel with that of hay-fever—in fact, “hay- - 


fever, asthma, migraine, eczema, urticaria, and all that lot,” as 


I have heard many a practitioner say. In 1919 Almroth Wright © 
and I coined the-term “ toxic idiopathies,”* meaning thereby just 
this compact group which later got known more widely as the 
allergic disorders. It would have been very much better if our 
distinctive name could have been retained for them; but the 
linguistic charm of the word “allergy” proved too great, so 
popular usage has been against me. ‘ 

It was to this group that I “ unhesitatingly ” assigned ichthyosis. 
It is impossible to put the full case for this inclusion in a reason- 
ably short letter; but ichthyosis, reported to be somewhat of a 
rarity in skin clinics, is in its various degrees found to be very 
common indeed when seeing many cases of asthma, hay-fever, 
migraine, etc., in a busy “allergy” clinic. The argument is put 
more fully—though still perhaps in insufficient detail—in my book 
Hay-fever: A Key to the Allergic Disorders. 

Dr. Mason, of course, asks for too much when he says that I 
must recognize the allergen: for instance, a bronchial asthma is, 
I think, undoubtedly of a like character with hay-fever or horse 
asthma, but we cannot produce the allergen, though we can guess 
at it. Again, Pasteur remained certain that rabies was the result 
of an infection, though all medical Paris was twitting him on 
failing to produce the causal organism. - 

As for the “‘ hitherto unrecorded ”’ effect of the emotions on the 
allergic disorders, I discovered this for myself more than 40 years 
ago in a typical case of hay-fever. I find on looking through my 
original papers that I have referred to this effect of the emotions 
in six of them, the earliest reference? being in 1920; but for 
-Present purposes the reference® in 1933 is more informative. An 
attempt to prove that the allergic disorders are always all of them 
so affected requires more argument than can be put into a letter. 
— IX, X, and XI of my book above cited cover this 


To answer Dr. Mason’s queries point by point, it is the genera 
emotional background which seems to affect a patient. A feeling 
of frustration or chronic annoyance, and above all of hysteria, 
‘may bring on an attack, whereas a feeling of confidence, or 
absence from anxiety, etc., may avert one. Emotional shocks may 
cause an attack in a minute or so with an acute affair like asthma 
or urticaria, but not of course with chronic troubles like eczema— 
though this may change surprisingly rapidly. Other causal factors 
temaining constant, the effects will presumably last for as long 
as the general emotional background lasts; but of course an 
attack of a toxic idiopathy (i.e., an “ allergic disorder ”) depends 
on many more causal factors than the emotional background. 

Dr. Mason certainly poses difficult problems when he records 
that the improvement occurred in his case limb by limb, as 
suggested by the hypnotist. There is of course much localization 
in the allergic disorders, but this is mostly brought about by 
trauma, it seems: thus a person given to eczema can cause a patch 
of it to occur wherever he may scratch himself. Again, typical 
eczema in children is frequently “changed” to asthma by 
whooping-cough; and the traumatic initiation of angioneurotic 
oedema is notorious. We must suppose that the hypnotic sugges- 
tion acts locally in some such way by soothing or accentuating 
psychical trauma, whatever that may be. 

Dr. Cohen emphasizes the congenital nature of this case 
of ichthyosis ; but you can—though rarely—have a baby 
“born sneezing” and with typical hay-fever. Again, every 
careful mother knows to a minute when her baby’s lips first 
= an eggy spoon, and the first contact may bring up a 

ister. 

As for treatment, obviously a glimpse of part of a causal. 
mechanism does not necessarily lead to cures—vide Koch’s 
discovery of the tubercle bacillus. But, roughly, any radical 
treatment for, let us say, asthma or migraine might influence 
a coincidental ichthyosis : or at least these various toxic idio- 
pathies may wax and wane together. Among such treat- 
ments I believe the emotional cause to be always important, 
and perhaps especially so with ichthyosis——I am, etc., 

London, W.1. JOHN FREEMAN. 
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Treatment of Recurrent Furunculosis 


Sir,—I have read with interest Dr. J. G. Alexander’s letter 
(September 20, p. 668). During the past five years I have 
seen large numbers of cases of staphylococcal infections 
under the care of Dr. D. I. Williams treated with staphylo- 
coccal “ vaccoid ” (Parke, Davis & Co.), a mixfure of toxoid 
and a stock vaccine. 
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Although we have no control series, there can be no | 


doubt of the striking improvement in many cases of recur- 
rent boils and of other staphylococcal infections after this 
form of therapy. The vaccoid is always administered intra- 
dermally, partly because given thus it seems to have better 
immunizing powers, and partly to avoid the systemic reac- 
tions mentioned by Dr. Alexander. We start with 0.1 ml. 
of the weak preparation, increasing by 0.1 ml. weekly to a 
maximum of 0.5 ml., then giving a similar course of the 
strong. Even with so small a dose as 0.1 ml. an indurated 
erythema up to 2 in. (5 cm.) in diameter often appears. This 
we regard as a good prognostic sign, but delay increasing the 


dose until tolerance of 0.1 ml. has been reached. Very rarely” 


one sees a larger brawny oedema with erythema of the whole 
upper arm and slight malaise, but this disappears in 24 to 
48 hours. 

While by no means claiming it to be infallible, this does 
seem by far the most valuable single measure available to 
us for controlling recurrent furunculosis, greatly exceeding 
in efficiency tin, manganese, yeast, and other popular 
remedies. The elimination of staphylococci from the nose 
for any useful period of time by antibiotics has not in my 
experience proved possible, and I avoid the local use of 
penicillin in hospital patients.—I am, etc., 


London, S.E.5 DENIS SHARVILL. 


“ Scoline ” Apnoea 

Sir,—Reports of prolonged apnoea following the use 
of the ultra-short-acting relaxant succinylcholine chloride 
(“scoline”) have appeared with increasing frequency in 
the medical literature, and various suggestions have been 
put forward to throw light on the enigma of its aetiology. 
Thus, Harper’ suggested some alteration of the pH of the 
blood to the acid side and stated that respiratory stimulants 


were useless as a form of treatment. Foldes’ pointed out 


that excessive dosage might well be a factor. Harper’ in 
a further communication mentioned the possibility of a 
cholinesterase inhibitor, as is found in certain insecticides 
and weed-killers. Richards and Youngman‘ called attention 
to the fact that the duration of apnoea may be prolonged 
by the influence of other depressants, especially thiopentone, 
combined with passive hyperventilation. 

This latter explanation may well be the correct one, 
though I would also mention the depressants used for pre- 
medication as well as: pethidine, which is now so firmly 
established in anaesthesia and which I feel sure these 
authors had in mind. It would follow from this that if 
some one of these series of contributing factors could be 
eliminated, the “synergism” would be broken and the 
apnoea concluded. The depression caused by thiopentone 
can be so eliminated by the use of nikethamide, but it must 
be stressed that it only does so when adequate dosage is 
used. 

Using this hypothesis, Dr. H. Jefferson and I have been 
able to terminate apnoea, following the use of succinylcholine 
chloride, at any desired stage during operation, and have 
not yet encountered a case in which nikethamide, given in 
adequate dosage, would not produce the desired effect. We 
were therefore prepared to adopt this technique if and 
when we encountered a case of prolonged, as opposed to 
“normal,” apnoea. Several cases have now been observed 
and successfully treated, two of which will be described: 

Case 1.—Male, aged 22, weight 10 st. 7 Ib. (66 kg.), under- 
going tonsillectomy and double antrum wash-out. Premedication 
with one ampoule “ omnopon ” and scopolamine. Induction was 
carried out with 0.4 g. soluble thiopentone and 25 mg. succinyl- 
choline chloride in the same syringe. The usual muscular twitch- 
ings were observed, after which nasal intubation was performed 
with ease, and anaesthesia maintained with nitrous oxide; oxygen, 
and trichlorethylene, using the semi-closed circuit, respiration 
being controlled by manual compression of the rebreathing bag. 
At the end of 20 minutes the patient was still completely apnoeic 
and the endotracheal tube could not therefore be removed to 
facilitate the antrum wash-out. 20 ml. nikethamide was drawn 
into a syringe and slow intravenous injection commenced, with 
the following result. After 8 ml. the patient gave a few gasps 
but apnoea returned; after 10 ml. the gasps were more pro- 


nounced and coughing occurred; after 12 ml. respiratory excur- 
sion was adequate and régular, -the endotracheal tube was 
removed, double antrum wash-out performed, and the patient 
returned to the ward with an oropharyngeal airway in situ. He 
recovered consciousness quickly and during convalescence showed 
no signs attributable to the anaesthetic. 

Case 2.—Male, aged 15, weight approximately 8 st. (50 kg.), 
undergoing removal of fibro-adenoma of nasopharynx by an 
incision through the palate. Premedication with # ampoule 
“omnopon ” and scopolamine; induction was by 0.3 g. thiopen- 
tone and 25 mg. succinylcholine chloride in the same syringe. 
Nasal intubation was carried out and anaesthesia maintained by 
nitrous oxide, oxygen, and trichlorethylene, using the semi-closed 
circuit. Apnoea was complete and 80 minutes later was 


unrelieved. Accordingly nikethamide was given slowly intra- 


venously, with the following result. After 6 ml. there was cough- 
ing and some gasping; after 8 ml. this was more marked; after 
10 ml. respiration was regular and adequate in depth ; apnoea did 
not return. Post-operatively, there were no signs attributable to 
the anaesthetic. : 

During apnoea, colour, pulse, and blood pressure were 
unchanged, which is in accordance with other reported cases. 

Nikethamide has been used in other cases of prolonged 
apnoea. Harper’ gave both nikethamide and lobeline, but 
the doses were not stated, while Grant® used 5 ml. niketh- 
amide without benefit. My impression has been that doses 
of less than 10 ml. are quite inadequate for this purpose 
in an adult subject, and that frequently as much as 20 ml. 
may be required. Convulsions or other side-effects have 
not been noted with these doses. It is possible that similar 
results could be obtained with other analeptic drugs, and 


further investigations will have to be carried out to ascertain-— 


if this is so. | 
In conclusion, it would be to the disservice of mankind 
if such a useful drug as succinylcholine chloride should fall 


into disrepute because of the occurrence of some cases of . 


prolonged apnoea, when it would appear that we have a 
simple and effective remedy at our disposal.—I am, etc., 


Belfast. D. W. BaRRON. 
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Porphyria 

Sir,—Dr. C. J. Williams and Mr. K. R. Lothian (August 
16, p. 375) describe two cases of “acute” porphyria. In 
neither case is there any mention of the state of the skin. 
This is an omission which is too frequently made in the 
literature of acute porphyria. ea 

It seems,to be generally imagined that “acute” and 
“chronic” porphyria are two entirely different diseases 
which do not overlap; but this is not so.. Porphyria is a 
relatively common condition in South Africa, and those of 
us who are interested in it have seen several hundreds of 


cases in European, Bantu, and coloured patients. In many . 


cases both acute and chronic (cutaneous) porphyria coexist. 
A patient with acute porphyria (abdominal and/or nervous 
symptoms) may present signs of active chronic porphyria 
(bullae, often on exposed skin, provoked by light or trauma ; 


hyperpigmentation ; hypertrichosis); he may present no ~ 


active skin lesions, but show scars of previous attacks and 
give a history of bullous eruptions ; or he may never have 


signs of cutaneous disease at any time. This third group is: 


small if inspection and history-taking are carefully done. 


It is my belief that all the porphyrias, acute, chronic, and con- 
genital (rare even in South Africa), are probably variations of a 
fundamental disorder characterized by metabolic and cutaneous 
defects and that the present classification is only of relative value 
for description. Formes de passage are as common as the classical 
types. I should add that the classical porphyric bullous dermatosis 
(epidermolysis bullosa; hydroa aestivale) is not the only type of 
skin eruption to be encountered. Some patients never have bullae 
but complain of a “ soft” skin which rubs off easily on minor 
trauma, sometimes leaving scars indistinguishable from, and in the 
same sites of election as, those left by bullae. Others are a prey 
to minor infections of those areas of the skin. The recognition 
of the importance of the skin lesions in porphyria must be strongly 
stressed. Their discovery can be of great assistance in diagnosis ; 
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one of our patients had 11 unnecessary major operations before 
the significance of a recurrent vesicular eruption on the face was 


recognized. 

Another point about porphyria which is not generally appreci- 
ated is that porphyrinuria is intermittent, and it may be necessary 
to do repeated tests over a period of months before an excess of 
porphyrins is discovered in a suspect case. Cases of epidermo- 
lysis bullosa and hydroa aestivale must not be dismissed as 
non-porphyrinuric on the strength of a single negative test. A 
final point is that characteristic retinal changes can often be 
discovered in patients with all types of porphyria; Barnes and 
Boshoff, of Johannesburg, will shortly publish their findings on 
this subject. 

I hope that my observations will help in elucidating the 
question whether porphyria really is commoner in South 
Africa than it is elsewhere in the world (Sweden excepted) 
or whether we are “ porphyria-conscious.”—I am, etc., 


Pretoria, South Africa. JAMES MARSHALL. 


Anaesthetic Explosions 

Sm,—I was interested in reading Dr. Massey Dawkins’s 
account (September 20, p. 666) of his experiences in Finland 
in respect of the use of the diathermy needle in the presence 
of open ether. 

Some of your older readers may remember the type of 
Boyle’s apparatus in use in St. Bartholomew’s Hospital in 
the 1920's. This consisted of a wooden box mounted on 
castors to hold the nitrous oxide and oxygen cylinders. 
Attached to this box was a metal rod which supported the 
chloroform and ether bottles as well as a water flowmeter 
from which the mixture was led away by rubber tubing to 
the patient. The nitrous oxide in use frequently contained 
traces of water vapour, and during the course of a long 
session this froze in the outlet valve, causing a stoppage of 
gas flow. To obviate this nuisance, a small spirit lamp was 
fixed to a metal rod in such a way that it could be moved 
back and forward to bring the flame under the neck of the 
particular cylinder in use. ; 

In those days induction of anaesthesia by thiopentone was 
unknown and heavy -premedication such as we use to-day 
was only in its infancy. Hence, in order to satisfy the 
surgeon’s cry for more relaxation, it was necessary to bubble 
the mixed gases through the ether and chloroform at a very 
fast rate. It may seem incredible, but, in spite of the 
potentially dangerous proximity of a naked flame to the 
ether bottle, no explosions ever occurred. Has ether become 
more explosive, or is our modern technique more 


dangerous ?—I am, etc., 


Hove. H. NEwTon ANDREWS. 


POINTS FROM LETTERS 
Cigarette Smoking and Cancer of the Lung 


Dr. A. Keraras (Sunderland) writes: In connexion with the 
question of the probable relation between the increased general 
smoking of cigarettes and the increased incidence of cancer of the 
lung, particularly in women, there is an important factor which 
appears to have been missed by observers and which should be 
raised. The high duty on cigarettes has Jed many smokers who 
are unable to buy as many cigarettes as they want to save their 
cigarette ends, remove the tobacco from them, and with it roll a 
further supply by hand. The practice is very widespread and is 
followed by the most unlikely people. I have ascertained that 
four cigarette ends (from normal-sized cigarettes) are generally 
used- to make one hand-rolled cigarette, so that for every 20 
cigarettes five of the deplorable new product are consumed. The 
last inch of a cigarette makes an ideal condenser and much 
(possibly most) of the carcinogenic fraction of the smoke will be 
collected in it, together with the tars which we know come down. 
Whereas a moderate inhalation of smoke from fresh tobacco 
filtering through an excellent condenser may carry a risk which 
is negligible, the smoke from tobacco carrying the condensate 
from many times its volume of burnt tobacco may be really 
deadly. This, however, is not the worst, for many of the people 
who follow this practice actually keep the ends of their hand- 
rolled cigarettes and make a still further supply from these, so 
that the concentration of carcinogens must. be very greatly 
increased. I would emphasize that the practice is fairly common, 
and I know of quite well-paid people, clerks, executives, and even 
professional men and women who follow it. 


Obituary 


WILFRED WATKINS-PITCHFORD 
M.D., LL.D., F.R.C.S., D.P.H. 


’ Df. W. Watkins-Pitchford, who was the first director of 


the South African Institute for Medical Research, died 
at Wolverhampton on September 29 at the age of 84. 
His death removes a name from the list of distinguished 
Anedical men who are Vice-Presidents of the British 
Medical Association. 

Wilfred Watkins-Pitchford was born.at Tattenhall, 
Cheshire, on June 4, 1868, the fourth son of the Rev. J 
Watkins-Pitchford, vicar of St. Jude’s, Southwark, and 
was educated at St. Olave’s Grammar School, South- 
wark, and at St. Thomas’s Hospital, qualifying M.R.C.S., 
L.R.C.P. in 1891. After holding an appointment as 
house-physician at St. Thomas’s, he graduated M.B. and 
then seemed to be attracted towards surgery, for after 
holding resident posts in other hospitals he took the 
F.R.C.S. in 1897. Nevertheless, by this time he was 
already being employed as an expert bacteriologist and 
epidemiologist by the Natal Government—to which his 
elder brother, Lieutenant-Colonel Herbert Watkins- 
Pitchford, was then Chief Veterinary Officer (later to 
become Government Bacteriologist)—for he was com- 
missioned to visit and report on the bacteriological 
laboratories in Great Britain and on the Continent, so 
that the plans then being made in Natal for the establish- 
ment of a Government laboratory would be based on 
up-to-date principles. His fame as an expert on his 
subject quickly spread, and in 1898 the Government of 
Bombay appointed him as special plague medical officer 
to report on the value of disinfectants in the contro} 
of that disease. 

During the Boer War he served as a civil surgeon with 
No. 7 General Hospital in Natal and the Transvaal. He 
then came back to England in 1901 to take the D.P.H. of 
Oxford, and in the folloWing year he proceeded M.D. 
(London). During the epidemic of smallpox in 1902 he 


.acted as a consultant to the London County Council 


and to the Borough of Holborn, which asked for his 
advice about the organization of its health department 

Watkins-Pitchford then returned to South Africa, 
having been appointed assistant bacteriologist to the 
Natal Government, and from that time his position 
as one of the leading scientists in the country was estab- 
lished. In 1907 the Natal Government promoted him 
to the post of pathologist and analyst, and four years. 
later he was transferred to Johannesburg as Government 
pathologist and bacteriologist for the Transvaal, becom- 
ing also public analyst to the municipality and honorary 
pathologist to the Johannesburg General Hospital. In 
1912 he was appointed director of the newly formed 
South African Institute for Medical Research, a position 
he held with distinction until his retirement in 1926, 
when he was succeeded by the late Sir Spencer Lister. 
On the establishment of a Miners’ Phthisis Medicat 
Bureau.in 1916 Watkins-Pitchford became its chairman, 
and was responsible for the organization and direction 
of its eminently successful operations until 1926. 

During his residence in Natal he was a member of the 
Natal Medical Corps, and as adjutant of that Corps 
shared in its organization. He served throughout the 
Zulu Rebellion in 1906, and with other officers received 
the thanks of the Natal Parliament. During the first 
world war he took on much extra work, and was respon- 
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sible for the organization of the system of medical 
examination of recruits at the South African Institute. 

In both Natal and the Transvaal Watkins-Pitchford 
was a keen worker for the British Medical Association, 
which he joined in 1899, and from 1919 to 1922 he was 
president of the South African Committee (Federal 
Council). After he had retired and returned to this 
country he served on the Central Council of the Asso- 
ciation from 1928 to 1938, and was also a member of the 
Dominions Committee during the same period. Earlier 
he had held office as honorary secretary of the Pieter- 
maritzburg Division (1906) and of the Natal Branch 
(1908) ; chairman of the Maritzburg Division (1910) ; 
and president of the Natal Branch (1911) and of the 
Witwatersrand Branch (1917). For his outstanding 
services to the Association in South Africa, particularly 
in the Transvaal during a critical time for the B.M.A., 
he was elected a Vice-President at the Annual Meeting 
held at Portsmouth in 1923. The University of the 
Witwatersrand conferred on him the honorary degree 
of LL.D. in 1926, the year in which he retired from 
the South African Public Health Service. Other appoint- 
ments he held at that time included the membership of 
the Union’s Council of Public Health and its Leprosy 
Advisory Committee, and chairmanship of the medical 
committee on tuberculosis of the Chamber of Mines. He 
was also honorary professor of bacteriology and patho- 
logy in the University of the Witwatersrand, and had 
been a member of the executive committee of the uni- 
versity. He was president of the public health section 
of the South African Medical Congress in 1908 and 
president of the pathological section of the 1910 
Congress. 

Watkins-Pitchford was editor of the Publications of 
the South African Institute for Medical Research from 
the date of its formation until 1926, and acting editor of 
the Medical Journal of South Africa during the war 
of 1914-18. He published many articles on public health 
subjects in the medical press and privately, most of them 
relating to the industrial diseases of mine workers in 
South Africa. He also prepared the annual reports of 
the Miners’ Phthisis Medical Bureau from 1916 to 1924. 

His retirement owing to ill-health at a comparatively 
early age was a great loss to the medical profession in 
South Africa. One of his treasured possessions was a 
letter from General Smuts which began : “ You have 
done a great work, and under your leadership the Insti- 
tute has been all that its most ardent well-wishers could 
have expected.” He settled at Bridgnorth ih Shropshire 
after his return to this country, and fortunately his health 
improved and he was able to take an active part in 
local affairs. He became a Justice of the Peace, a 
member of the council of the Shropshire Archaeological 
Society, and chairman of the Bridgnorth Playing Fields 
Association. 

Dr. Watkins-Pitchford married Olive Mary, the third 
daughter of the Rev. T. B. Nicholl, rector of Llanegwad, 
Carmarthenshire, in 1905, and had one daughter and one 


son, who is also a member of the medical profession. 
q 


STANLEY HODGSON, M.D. 


Dr. Stanley Hodgson, who died suddenly on Sep- 
tember 18 at the age of 77, was a man of exceptional 
ability and with a wide diversity of interests. Few 
men, much less busy general practitioners, could have 
found the time to serve their neighbours, their col- 
leagues, their city, and their country as he did in so many 


different ways, and his passing leaves a gap in the life 
of Salford which will be difficult to fill. 

Born on January 27, 1875, and educated at the City 
of London School, Stanley Hodgson won an entrance 
scholarship to Guy’s Hospital and qualified M.R.CS., 
L.R.C.P. in 1900, graduating M.B., B.S. two years later. 
While at Guy’s he was president of the Physical 
Society and editor of the Guy’s Hospital Gazette, and 
after qualification he held an appointment as house- 
physician. At the outbreak of the Boer War he enrolled 
in the City Imperial Volunteers and saw service as a 
civil surgeon in the Ashanti campaign of 1900. When 
the first world war began in 1914 Dr. Hodgson imme- 
diately joined the R.A.M.C., in which he served until 
1918. 

His career in Salford began in 1904, when he settled 
in practice there. Besides building up a large general 
practice he entered very fully into the life of the city, 
and became one of its leading -citizens. Medico- 
political matters occupied much -gf his spare time. 
Before the National Health Insurance Act of 1911 was 
brought into operation he was the local B.M.A. repre- 


sentative, and also the representative for Lancashire — 


and Cheshire on the committee which negotiated with 
Lloyd George. He later became a member of the 
advisory council to the National Health Insurance Com- 


missioners and a member of the Salford insurance. 


committee, being chairman of its medical benefit sub- 
committee. When the present Health Service started 
he naturally became an active member of the Salford 
executive council, and he also served on the Man- 
chester Regional Hospital Board. In 1910 he had 
founded the Salford Medical Union, and was its secre- 
tary until 1920 and its chairman for another 30 years. 
He was also chairman of the Salford Division of the 
British Medical Association from 1918 to 1928, and 
again from 1946 up to the time of his death. During 
the 1939-45 war he was chairman of the Salford local 
medical war committee. 

Dr. Hodgson also took a keen interest in medico- 
legal matters, having been called to the Bar of the Inner 
Temple in 1910. As police surgeon in Salford for over 
40 years and as deputy coroner for Manchester, Salford, 
and the Salford Hundred of the county of Lancaster, he 
was an outstanding success. Again his appointment as 
lecturer in forensic medicine to the University of 
Manchester was well within the scope of his seem- 
ingly unlimited capabilities. The list of his other 
appointments and honours is an impressive one. He 
was a justice of the peace of the city for 20 years, 
chairman of the board of governors of the Salford 
Royal Technical College, governor of Salford Grammar 
School and co-opted member of the Salford education 
committee, and chairman of the Salford and District 
local employment committee and of the disablement ad- 
visory committee. He also played a part in founding the 
Salford Rotary Club and the Manchester Medico-Legal 
Society. Finally, he was enrolled as a Freeman of the 
City of London in 1936. For many years he was a mem- 
ber of Christ Church, Salford, and often preached there. 

His work for the medical profession was recognized 
officially on two occasions. The first was.in 1934, when 
he was presented with a silver casket for his long and 
sustained services in the interests of the medical prac- 
titioners of Salford, and the second was a presentation 
which was made to him in 1950 in recognition of his 
services to the Salford Division of the B.M.A. over the 
previous 46 years. 
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The kindly interest which this extraordinarily busy 
and active man took in the welfare of his colleagues 
was remarkable. He was never too busy to advise and 
to help a younger and less experienced docfor. Nor 
did he consider it beneath his dignity to visit and 
welcome a new recruit to the profession in his area. 
On the other hand, he never hesitated to reprimand 
firmly, though with a great deal of sympathy and under- 
standing, any colleague or group of colleagues who, he 
thought, had behaved in a way which damaged the 
standing of the profession. Dr. Hodgson was in active 
practice until his death, and is survived by ‘two sons 
and a grand-daughter—J. L. M. and F. M. R. 


Inverness has lost a well-known and much-respected doctor 
by the death on September 19 of Dr. DUNCAN MACFADYEN. 
He was born on January 20, 1881, the elder son of the late 
Dr. Duncan Macfadyen, and was educated at Inverness 
Royal Academy and at the University of Glasgow, where he 
graduated M.B., Gh.B. in 1904. After holding house 
appointments at the Royal Hospital for Sick Children, 
Glasgow, and Greenock Infirmary, and gaining experience in 
general practice in England, he joined his father in practice 
at Inverness. Soon afterwards he was appointed to the staff 
of the Royal Northern Infirmary, Inverness, and in 1910 he 
became radiologist there in succession to the late Dr. 
_ Gordon Lang, whom he had previously assisted. He remained 
in charge of the radiological work until 1928, when a full- 
time radiologist was appointed. His pioneer work in- radio- 
logy later had ill-effects on his health. Dr. Macfadyen was 
a man of many activities. In addition to general practice 
and private x-ray work, he was medical officer to Porterfield 
Prison, Inverness, to the Post Office, and to the parish 
council. He had many eutside interests, being an elder of 
the Old High Church since 1924, a keen curler and golfer, 
and a foundation member of the local rotary club, of 
which he was a past-president. He was also a founder mem- 
ber of the Inverness branch of the British Legion, and was 
senior vice-president of both the branch and the British 
Legion Club. A few years ago he was made a life member 
of the branch. In the war of 1914-18 he served in the 
R.A.M.C. with the rank of captain, and won the Military 
Cross in 1917 when he was with the Sth Battalion of the 
Cameron Highlanders during the heavy fighting at Passchen- 
daele. Some of his suggestions for improvements in the 
design of field equipment were officially adopted by the 
Army. In the last war he was in charge of a first-aid post, 
and he did a regular turn of early morning duty (which 
meant getting up at 5 a.m.) at the W.V.S. canteen at Inver- 
ness railway station. An active worker for the British Medical 
Association, Dr. Macfadyen was the joint honorary secretary 
of the Northern Counties of Scotland Branch from 1921 to 
1932, president of the Branch in 1935-6, and chairman of 
the Inverness Division in 1928-9. He was also a member 
of the Scottish Committee from 1931 to 1946. To his col- 
leagues in Inverness he will be remembered as a courageous 
man of high principles, a man who could not be deviated 
from what he believed to be his path of duty. A widower 
since 1942, he had no family. For the last four years he 
did not enjoy good health, but he struggled bravely on 
until six-days before his death.—M. 


Mr. JoHN WESTON STRETTON, who was senior surgeon at the 
Kidderminster and District General Hospital, died suddenly 
on September 27 at the age of 64. He received his medical 
education at Cambridge and St. Bartholomew’s Hospital, 
where he qualified M.R.C.S., L.R.C.P. in 1913. Shortly 
after he had completed a term as house-surgeon at St. 
Bartholomew’s the first world war broke out, and he joined 
the R:A.M.C. After demobilization he took the F.R.C\S. in 
1920, and also graduated B.Chir. A year later he was 
appointed surgeon to the Kidderminster and District General 
Hospital and to the Guest Hospital at Dudley. We are 


indebted to Dr. H. N. Miles for the following appreciation : 
The sudden death of John Stretton at the age of 64 brought 
to a close nearly 100 consecutive years of devoted service 
by his family to the Kidderminster and District General 
Hospital. His grandfather, Samuel, came to the hospital in 
1856; his father, Lionel, was renowned for introducing at 
the hospital the method of preparing the skin with tinc- 
ture of iodine before operation ; and he himself joined the 
staff, to continue the family tradition, in 1921. Stepping 
into his father’s illustrious shoes was no easy job for 
“Mr. John” (as he was always called), but he set about 
it with the patient determination which was characteristic of 
him: so that when he died at the height of his career he left 
a gap which will be almost impossible to fill. He was a true 
general surgeon. Although he was particularly interested in 
traumatic surgery, and every fracture coming to the hospital 
for many years passed through his hands, he was only too 
eager to turn his remarkable surgical ability to any problem 
which arose. On the day before he died I watched him 
perform a partial gastrectomy and a Millin’s prostatectomy 


_ with the skill and beauty of technique which would have 


been the envy of many a surgeon. He had done a good 
deal of original work in the treatment of inguinal hernia, 
and he intended to publish his results when he retired. He 
followed closely Bassini’s method, but sewed in a silk net 
(woven by his wife). He adapted the net idea to the treat- 
ment of femoral hernia and devised a most ingenious needle 
for sewing it into place. As a man he was loved and 
respected by all who knew him, and he seemed to have no 
enemies. He had high ideals in all matters, and, although 
he was normally of a kindly disposition, woe betide anyone 
who tried to shake him from his high purpose. But he had 
a way of putting people in their place with such good 
humour that no one could resent it for long. Some years 
ago he found that the ideals of scouting fitted in with his 
own, and he was seen expending a lot of his surplus energy 
as district commissioner for Kidderminster. The Scouts will 
miss him greatly. The National Health Service was, I think, 
a sad blow to him. He bitterly resented the centralization 
of the hospital service (administration being removed from 
the local hospital to the group offices miles away) and the 
destruction of the idea of “ our hospital ” for which he and 
his forebears had worked unstintingly for so long. But it ts 
much to his credit that he did not let this feeling alter the 
high quality of his work or prevent him from fighting to the 
last day of his life to preserve his hospital’s individuality. 
His truly Christian character made him particularly admired 
by the nursing staffs. It was perhaps fitting, though at the 
time so tragic, that he died suddenly just as he finished 
addressing the nurses at their annual prize-giving. His last 
words were: “ You will not make much money, but you will 
gain the everlasting gratitude of your patients.” He has 
gained ours, too, and all his friends and patients will sym- 
pathize with his devoted wife, who was at his side in all 
his activities, and with his three grown-up sons, the eldest of 
whom is following the family tradition and studying to be 
a doctor. 


Medico-Legal 


DRUNKENNESS AND DIVORCE 
[From Our MEpIcO-LEGAL CORRESPONDENT] 


Drunkenness is not a ground for divorce either in English 
or in’ Scottish law. It often figures in divorce proceedings 
under both systems as an element in czuelty, which in both 
systems is a ground, and a very common ground, on which 
divorce decrees are granted. 

In a case in the Court of Session,’ in granting a decree on 
the ground of cruelty Lord Guthrie found that the husband 
had for years been a habitual drunkard in the popular sense 
of the term. The parties were married in 1934 and had 


1 The Scotsman, March 15. 
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three sons; until 1940 the marriage was happy and the 
husband was moderate in his habits. Thereafter there was 
a gradual deterioration in him due to indulgence in drink, 
resulting in complete moral collapse. When drunk he was 
quarrelsome and used foul and sarcastic language to his 
wife in the presence of other people, causing her embarrass- 
ment and humiliation. From the end of 1948 she often did 
not know where he was, and had to inquire about him in 
bars and hotels. 

Lord Guthrie held that his drunkenness caused his wife 
distress and humiliation which affected her health and com- 
pelled her to leave him when she had reached the limit of 
her endurance, and that she could not with safety to her 
health resume cohabitation with him. He granted her 
custody of the children. 


Vital Statistics 


Poliomyelitis 

Poliomyelitis notifications (uncorrected) in the week end- 
ing September 27 (39th week of the year) were as follows: 
paralytic, 104 (127); non-paralytic, 57 (62) ; total, 161 (189). 
This is a decrease of 28 compared with the previous week, 
the figures for which are in parentheses. Up to and includ- 
ing the week ending September 27, the overall uncorrected 
notification rate for England and Wales was 7.58 per 
100,000. 


Influenza in Denmark 


In Copenhagen the number of cases of influenza reported 
each week from July 13 to September 13 rose successively 
from 131 to 527. This is a greater prevalence than during 
the corresponding period in the seven preceding years. 
During the corresponding period in the epidemic year 1950 
weekly notifications rose from 74 to 382 -—W.H.0. Weekly 
Epidemiological Record, October 2. 


Week Ending September 27 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,164, 
whooping-cough 1,258, diphtheria 15, measles 3,272, acute 
poliomyelitis 161, dysentery. 123, paratyphoid fever 31, 
typhoid fever 3. 
Infectious Diseases 


The notifications of infectious diseases in England and 
Wales during the week ending September 20 showed an 
increase in the number of notifications of measles 169, 
scarlet fever 151, and acute pneumonia 51, and a decrease 
for whooping-cough 121 and paratyphoid fever 31. 

After falling for seven weeks the incidence of measles 
increased. The rise was mainly due to Glamorganshire 
81 and Cheshire 59. A small rise was reported in the irici- 
dence of scarlet fever throughout the country. With the 
exceptions of falls of 53 in Lancashire and 49 in Yorkshire 
West Riding only small variations occurred in the trends of 
whooping-cough. Notifications of diphtheria were 5 fewer 
than in the preceding week, but no fluctuations of any size 
occurred in the local returns. 

The decrease in the incidence of paratyphoid fever was 
contributed by Wales, where 34 fewer cases were notified 
than in the preceding week. The largest returns during the 
week were Glamorganshire 9 (Swansea C.B. 5), Monmouth- 
shire 6 (Tredegar U.D. 5), and Middlesex 5. 

The notifications of acute poliomyelitis were 12 more for 
paralytic and 7 fewer for non-paralytic cases than in the 
preceding week. The largest returns were Essex 18 
(Southend-on-Sea C.B. 7), Yorkshire West Riding 16, 
London 15, Lancashire 13, Kent 12, Surrey 11, and Sussex 
10 (Hove M.B. 5). 

The notifications of dysentery were 3 more than in the 
previous week. The largest new outbreak was Yorkshire 
North Riding, Middlesbrough C.B. 9. The largest returns 
were Lancashire 22 (Blackburn R.D. 9) and London 21. 


NUMBER OF CASES 


Graphs of Infectious Diseases 


‘The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1943-51 are shown thus -------- , the figures for 1952 
thus —————. Except for the curves showing notifica- 
tions in 1952, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. ° 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending September 20 
(No. 38) and corresponding week 1951. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland. the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 

nd and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


CASES 1952 1951 

Diphtheria.. 21) 2 12] 31] 2} 15} 1] 2 
Dysentery .. .. {| 103) 21) 96 af 107) 29 2 
Encephalitis, acute 44 144 0 0} 0 
Enteric fever 

Typhoid . 10 1] 2 
Paratyphoid 33} 1\2@) 28) 
Food-poisoning . 160} 20 0| 159} 4 1 
Infective enteritis or 

al 23| 64 
Measles* .. | 2,590] 272} 59| 25] 61] 1,069] 41] 90] 96] 94 
od 3} 1 13} 17 
31) 21; 1) 14 2 
Pneumoniat | 261} 12) 165} 5 281| 13] 108} 3 
127) 1 9 48 al 2 
Puerperal fever§ ..| 253 38| s| 1 a 246} 32) 13} oO} 1 
Scarlet fever .. | 852] 60] 242) 17] 43] 621] 51| 179) 41| 45 
Tuberculosis : 

Respiratory 133} 28 34 
Non-respiratory. . 27| 25, 9 
Whooping-cough .. | 1,366] 77| 87| 19| 123] 2,196] 83] 273] 31| 77 

“1952 1951 

Dysentery .. 0| 
Encephalitis, acute 1 ‘ 0 
Enteric fever iu 0 0 
Infective enteritis or 
diarrhoea under 
2years .. 6 1 4} 5 43 3) 1 
Influenza 1 | o 1) 0 
Measles... o| of 0| 
of 
Pneumonia | 133} 20) 9} 8 
Poliomyelitis, acute 9 0| yo 4 0 0 
Scarlet fever 0} of o 
.. 12} 14) 1 1s} 17, 6 
Non-respiratory. . } 9si{ 19) 2} 33 3} 
Whooping-cough .. 1] 2 1 0| 0 
Deaths 0-1 year ..| 191] 17] 25| 10| 13] 179 17| 25, 8| 5 
Deaths (excluding 
stillbirths) | 4,386] 640| 543 147] 3,736] 557| 483| 92] 123 
LIVE BIRTHS .. 7,368) 1128 798| 198] 361] 6,797|1086| 774] 213| 357 
STILLBIRTHS .. 188] 23| 21 175| 24| 17 


* Measles net notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 


Medical News 


Dr. A. W. S. Sichel Honoured.—At the opening ceremony 
of the South African Medical Congress in Johannesburg on 
September 22 Dr. A. W. S. Sichel, Immediate Past President 
of the British Medical Association, received the award of 
the Gold Medal of the Medical Association of South Africa. 
Subsequently the degree of LL.D. was conferred on 
him at a special convocation of the University of the 
Witwatersrand. 


Middlesex Hospital Dinner.—The annual dinner of the 
Middlesex Hospital and Medical School was held in London 
on October 3. Students, former students, and guests to the 
unprecedented number of 385 assembled under the chair- 
manship of Mr. D. H. Patey. In proposing the health of 
the Hospital and School, Mr. Patey said that the teaching 
hospitals were admirably poised for making advances in 
medicine. He believed that at Middlesex, with its estab- 
lished scientific institutes, especially its new Institute for 
Clinical Research, and its endowment fund, which had been 


in large measure used for advancing research, they had. 


special opportunities at the present moment. He went on 
to say that the patients at Middlesex received treatment at 
the highest professional level, but from the point of view 
of the patient a teaching hospital had certain inconveniences. 
They must continue to educate the public to the fact that 
the special advantages they derived from a teaching hospital 
stemmed directly from the fact that it was a teaching hos- 
pital. The staff for its own part must be concerned to do 
what it could to maintain the dignity of the patient as an 
individual. One recent advance at Middlesex had been in 
the development of suitable waiting-rooms for the relatives 
of patients who were dangerously ill, and there was room 
for further experiment in this direction. Sir Harold 
Boldero, Dean of the School, who responded, mentioned 
the anxieties which had attended the introduction of the 
provisions of the Medical Act, 1950. Most of these had 
been resolved ; one anxiety which still remained concerned 
the number of men affected by the requirements of the Act 
who were of mature age and already had family responsi- 
bilities, but he thought that these troubles were now nearing 
a solution. Sir Harold Boldero also mentioned that two 
senior and highly respected members of the profession who 
had been associated with other hospitals were coming to 
Middlesex to continue their research work in its laboratories. 
One of these was Mr. V. E. Negus, who had recently retired 
from the Ear, Nose, and Throat Department of King’s 
College Hospital, and the other was Professor S. P. Bedson, 
for so long associated with the Bacteriological Department 
of the London. The Institute for Clinical Research, which 
the chairman had mentioned, was the most important thing 
they had attempted at Middlesex during the last 10 or 15 
years. A building adjacent to the hospital had been acquired 
for the purpose, and all modern facilities would be available. 
A response was also made by Dr. P. A. J. Ball, Senior 
Broderip Scholar, and the proceedings closed with the toast 
of “The Chairman,” proposed by Mr. R. S. Handley. 


King’s College Hospital Medical /Schoolt Dinner.—A 
record number of past and present students of King’s 
College Hospital Medical School sat down at the Savoy 
Hotel on October 4 to their annual dinner under the chair- 
manship of Dr. T. H. Whittington. After the toast to the 
Queen, Dr. E. B. Strauss, psychiatrist to St. Bartholomew’s 


‘Hospital and an old King’s man, proposed the health of 


the Medical School with a sparkling review of his seniors 
and contemporaries at King’s College Hospital in the early 
twenties. He was particularly grateful to a medical school 
which had allowed its students to remain individuals and 
had been tolerant of their eccentricities. Dr. V. F. Hall, 
Dean of the Medical School, responded by claiming 
that the occasion might set a fashion in psychiatric 
speakers: this was the first time, he believed, that a 
psychiatric opinion had been sought on a_ medical 
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school. The.aim of the School was to turn out men Dr. L. Guttmann, director of the Ministry of Pensions’ 


and women who, after qualification, could practise in 
any branch of medicine. There was unfortunately little 
time in the already overcrowded curriculum to introduce 
special training for general practice ; but general practice, 
like other specialties, demanded postgraduate training. 
Dr. W. P. H. Sheldon proposed the health of the 27 guests 
and the chairman, and Dr. D. W. Logan, principal of 
London University, replied on behalf of the guests. It was 
left to Dr. Whittington to end the formal proceedings with 
a short speech of great charm, in which he thanked the 
organizers of the dinner and paid tribute to the continuing 
influence of Lister, particularly his insistence on the need 
for a “real bedside manner. a 


Medical Research in Eire.—Disquiet about the future of 
State-financed research in Eire is expressed in the latest 
annual report (1951) of the Medical Research Council of 
Ireland. The Council’s funds were insufficient for the proper 
remuneration of its members, and even after an augmented 
grant from the Irish Ministry of Health the Council says 
that it can neither promote desirable large-scale investiga- 
tions nor offer security of tenure to its research workers. 
During 1951 the Council spent £8,497 on general research, 
£8,352 on the chemotherapy of tuberculosis, £3,152 on re- 
search on cortisone, and £21,882 on the National Tubercu- 
losis Survey. The Irish Ministry of Health has now agreed 
to allow the Council a grant of £21,000 per annum for the 
triennium starting on January 1, 1953, for general research 
and for research on the chemotherapy of tuberculosis. 


Tuberculosis Clinic in Singapore——The Duchess of Kent 
opened a new tuberculosis clinic in Singapore on October 3. 
The clinic is the most modern and probably the largest of 
its kind in South-east Asia. Funds for the clinic, amounting 
to about £125,000, were raised locally by the Singapore Anti- 
tuberculosis Association. 


Law en Bastardy.—The National Council for the Un- 
married Mother and her Child decided at its annual meeting 
this week to press the Government to look into the laws on 
bastardy. The Council wants an interdepartmental com- 
mittee of inquiry to examine the existing legislation affect- 
ing illegitimate children, with a view to revising the law. 
It will be recalled that this was also recommended by the 
Joint Committee of the B.M.A. and the Magistrates’ Asso- 
ciation in its recent report, “The Law in Relation to the 
Illegitimate Child” (see Journal, February 2, p. 265). So 
far the Government has taken no decisive action in this 
matter. 


Declaration of Origin and Health.—Air travellers arriving 
in Great Britain are now no longer required to declare 
where they have stayed during the previous fortnight and 
their future address. This follows a decision made by 
World Health Assembly last year. If it becomes necessary 
to trace contacts of a case of infectious disease the Ministry 
of Health is satisfied that it can count on the co-operation 
of the Press and the B.B.C., but this is likely to be necessary 
only very rarely. No other types of traveller except air 
passengers were required to make a declaration of origin 
and health. 


Lasker Awards.—Among those receiving Lasker awards 
this year from the American Public Health Association are 
Sir Macfarlane Burnet, an authority on virus diseases and 
director of the Walter and Eliza Hall Institute, Melbourne, 
and Dr. Brock Chisholm, director-general of World Health 
Organization. Awards were also made to four American 
workers. 


Mr. M. F. A. Woodruff, senior lecturer in surgery at Aber- 
deen University, has been appointed to the Ralph Barnett 
chair of surgery at Otago University, New Zealand. Mr. 
Woodruff, who is an Australian, was joint author of a report 
on deficiency diseases in Japanese prison camps recently pub- 
lished by the Medical Research Council. He was himself 
a prisoner of war in Japan. 


- 


Spinal Injuries Centre, Stoke Mandeville Hospital, has gone 
to the United States to give a series of lectures on the treat- 
ment and rehabilitation of paraplegics. He is to deliver 
the first Fred. H. Albee memorial lecture at the Kessler 
Institute for Rehabilitation, New Jersey. 


Sir William Kelsey Fry has been re-elected Dean of the 
Faculty of Dental Surgery of the Royal College of Surgeons 
of England. 


NEW ISSUES 


Refresher Course for General Peacttiieann~‘The? first 55 
articles of this series are now available as a book. ‘The 
articles included are: 


The Acute Throat (T. Anderson), The Acute Ear (W. M. 
Mollison), Failed Forceps (F. J. Browne), Use and Abuse of 
Vitamins (L. S. P. Davidson), Management of the Premature 
Baby (Alan Moncrieff), Fracture of the Clavicle (T. P. McMurray), 
Management of Acute Pneumonias in Adults (J. G. Scadding), 
Chilblains (John T. Ingram), Management of Diabetes Mellitus 
(Wilfrid Oakley), Acute Dyspepsia (F. Avery Jones), Analgesia 
in Childbirth (C. Langton Hewer), Early Diagnosis of Bronchial 
Carcinoma (R. C. Brock), Diagnosis of Early Phthisis (James L. 
Livingstone), Measles (J. V. Armstrong), The Influenzal Diseases 
(E. C. Warner), Bronchopneumonia in Infancy (Wilfrid Gaisford), 
Acute and Chronic Sinusitis. (C. Gill-Carey), Early Diagnosis of 
Tuberculous Meningitis (R. S. IHingworth), Fracture of the Carpal 
Scaphoid (G. Perkins), Acute Abdominal Disease (V. 

Cope), Post-partum Haemorrhage (G. W. Theobald), Causes-and 
Treatment of Eczema (R. T. Brain), Headache (J. Purdon Martin), 
Menorrhagia (John Stallworthy), Modern Views on Uraemia and 
Dehydration (D. A. K. Black), Hypertension (Robert Platt), 
Infant Feeding (Philip Evans), Congenital Heart Disease (Maurice 
Campbell), Management of Asthma (R. S. Bruce Pearson), Delay 
in the Second Stage of Labour (T. N. A. Jeffcoate), Diagnosis and 


' Treatment of Pernicious Anaemia (Ronald Bodley Scott), Osteo- 


arthritis (C. W. Buckley), Conjunctivitis and Iridocyclitis (J. G 
Milner), Cardiac Neuroses (Paul Wood), Management of 
Pulmonary Tuberculosis (F. H. Young), The Problem of Psoriasis 
(R. M. B. MacKenna), Carcinoma of the Stomach (C. F. W. 
Illingworth), The Failing Heart (K. Shirley Smith), Sulphonamide 
Therapy (D. M. Dunlop), Penicillin, Streptomycin, and the Newer 
Antibiotics (L. P. Garrod), Poliomyelitis (W. Howlett Kelleher), 
Pink Disease (W. S. Craig), Electrocardiography (Terence East), 
Treatment of Ulcerative Colitis (G. E. Beaumont), Migraine 
(Macdonald Critchley), Management of the Epileptic (Sir Charles 
Symonds), Enuresis (Douglas Hubble), Addison’s Disease (S. 
Leonard Simpson), Menstrual Disorders and the Menopause 
(P. M. F. Bishop), Treatment of Varicose Veins (Reginald T. 
Payne), Management of Thyrotoxicosis (Raymond Greene), Treat- 
ment of Lumbar Disk Lesions (James Cyriax), and Bronchi- 
ectasis (F. P. Lee Lander). 


Copies may be obtained from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1, at the 
price of 25s. (including postage). 


COMING EVENTS 


St. Luke’s Day Services.—Saturday, October 18, is 
St. Luke’s Day, and on Sunday, October 19, there will 
be a doctors’ service at 11 a.m. at All Souls’, Langham 
Place, London, W.1. Sir Russell Brain and Sir Cecil 
Wakeley will read the lessons, and the sermon will be 
preached by the rector, the Rev. J. R. W. Stott. The Union 
of St. Luke will hold a Church of England serviee at 
St. Stephen’s, Rochester Row, London, S.W.1, at 3.15 p.m. 


- on Saturday, October 18, followed by a meeting at the 


National Society, Great Peter Street, S.W.1, at 4.15 p.m., 
where the Rev. F. S. Sinker will speak on “Co-operation 
-between Doctors and Clergy.” A St. Luke’s Day service for 


doctors, nurses, medical auxiliaries, and their wives will be - 


held at St. John’s Church, Worcester, on Sunday, Octo- 
ber 19, at 6.30 p.m., when Dr. H. J. Orr-Ewing will 
deliver an address on “ The Christian Approach to Medical 
Problems.” 

- Semon Lecture.—This year’s Semon Lecture of the Uni- 
versity of London will be delivered by Dr. Arthur W. Proetz, 
of St. Louis, U.S.A., at 5 p.m. on November 6 at the Royal 
Society of Medicine, 1, Wimpole Street, London, W.1. His 
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subject is “Clinical Aspects of Respiratory Air Currents.” 
Mr. F. C. W. Capps will be in the chair. The lecture is 
open to all who are interested. 


Heberden Oration.—Lord Horder, president-elect of the 
Heberden Society, will give the Heberden Oration for 1952 
at B.M.A. House, Tavistock Square, London, W.C.1, at 
10 a.m. on October 25. His subject will be “ Rheumatism— 
A National Problem.” Members of the medical profession 
are cordially invited to attend. 


Institute of Laryngology and Otology.—Mr. I. Simson 
Hall will deliver the annual address at the Institute of 
Laryngology and Otology on November 21, at 4.30 p.m. 
The subject will be “Conservative Treatment of Cancer of 
the Larynx.” A special lecture on “Olfaction” will be 
given by Dr. Arthur W. Proetz on November 8, at 11.30 a.m. 
at the Institute. 


Ingleby Lectures.—Sir James Spence, professor of child 
health in the University of Durham, will deliver the lec- 
tures in the large anatomy theatre of the Birmingham Medi- 
cal School on October 16 and 17, at 4 p.m. His subject is 
“The Aetiology and Epidemiology of Poliomyelitis and 
Practical Problems Arising Therefrom.” 


The American Group-psychotherapy Association.—This 
association will hold its tenth annual conference on January 
9 and 10, 1953, at the Henry Hudson Hotel, New York. There 
will be a discussion on the applications of group psycho- 
therapy to education, government, and industry. Another 
session will deal with the theoretical aspects of group 
psychotherapy. Panel meetings will be held on group 
psychotherapy in general hospitals, child guidance, private 
practice, correctional institutions, mental hospitals, and 
related fields. Further inquiries should be sent to the Asso- 
ciation, 228, East 19th Street, New York, 3, New York. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 

Monday, October 13 


EpinsurGH UNiversiry: Facutty oF_Mepicine.—At Surgery 
Lecture Theatre, University New Buildings, Teviot Place, 
5 p.m.,° “ Physiological Disturbances Accompanying Severe 
Thermal Injury in Man,” Macarthur Postgraduate Lecture by 
Professor E. I. Evans (Virginia). 

@INsTITUTE oF CHILD Heattn, Hospital for Sick Children, Great 
Ormond Street, London, W.C.—5.30 p.m., “ Links Between 
— Pathology and Paediatrics,” by Dr. W. C. Osman 

il. 

{INSTITUTE OF PsycHiaTRY, Maudsley Hospital, Denmark Hill, 
London, S.E.—4.30 p.m., lecture-demonstration for post- 
graduates by Dr.-E. Stengel. 

LONDON UNrversity.—At King’s College, Strand, W.C., 5.30 p.m., 
“ Movement of Fluid and Dissolved Substances through the 
Capillary Wall—{1) Capillary Pressure; Rates of Filtration and 
Absorption of Fluid,” special university lecture in physiology 
by Professor E. M. Landis (Harvard). 

MepicaL Society oF Lonpon, 11, Chandos Street, Cavendish 
Square, W.—8.30 p.m., meeting of Fellows; general meeting; 
8.45 p.m., “ Your Good Health,” Presidential Address by Dr. 
Cuthbert E. Dukes. 

@RoyaL COLLEGE OF SURGEONS OF ENGLAND: FACULTY OF 
ANAESTHETISTS, Lincoln’s Inn Fields, London, W.C.—5 p.m., 
“ Anaesthetic Drugs,” Y Dr. A. H. Galley ; 6.15 p.m., “ Auto- 

. nomic Drugs,’”? by Dr. H. C. Stewart. 

@Royat COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—5.15 p.m., “ The Present Position of Surgery of 
the Sympathetic Nervous System,” by Mr. E. G. Tuckwell; 
6.30 ., “ Fracture of the Neck of the Femur in the Aged,”’ 
by Mr. O. J. Vaughan-Jackson. : 

University CoLiece, Physiology Theatre, Gower Street, London, 
W.C., 4.45 p.m., “ Ionization and Biological Activity,” by Pro- 
fessor Adrien Albert (Australian National University). 


Tuesday, October 14 
British PostGRADUATE MEDICAL FEDERATION.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, W.C., 
5.30 p.m., “ The Physiology the Autonomic Nervous 
System,” by Dr. W. S. Feldberg, F.R.S. 
CHELSEA CuinicaL Society.—At South Kensington Hotel, 41, 
Queensgate Terrace, London, S.W., 7 for 7.3 om, dinner ; 
8.30 p.m., “ Russia,” discussion to be opened by Sir David 
elly. 


ILLUMINATING. ENGINEERING Society.—At Royal Institution, 
Albemarle Street, London, W., 6 a — sessional meet- 
ing. Presidential Address by Dr. W. J. Wellwood Ferguson. 

@INsTITUTE OF DerMaTOLOGY, Lisle Street, Leicester uare, 
London, W.C.—5.30 p.m., “ Sweat,”” by Professor C. A. Keele. 

MANCHESTER MEDICAL Society: SECTION OF SuRGERY.—At Large 
Anatomy Theatre, Medical School, University of Manchester, 
5 p.m., “ Progress in Surgery,” Presidential Address by Mr. 
R. L. Newell. 

@Royat COLLEGE OF SURGEONS OF ENGLAND: FACULTY OP 
ANAESTHETISTS, Lincoln’s Inn Fields, London, W.C.—S p.m., 
“ Anaesthetic Drugs,” by Dr. A. H. Galley; 6.15 p.m., “ Auto- 
nomic Drugs,’’ by Dr. H. C. Stewart. 

@RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—S5.15 p.m., “ Surgery of Peptic Ulceration,” by 
Sir Arthur Porritt; 6.30 p.m., “‘ The Development of Surgery 
for Ulcerative Colitis,’ by Mr. B. N. Brooke. 


Wednesday, October 15 


EpINBURGH UNIVERSITY: FAacuLTY OF MEpicine.—At Surgery 
Lecture Theatre, University New Buildings, Teviot Place, 5 — 
“ The Clinical Management of Burn Shock,” Macarthur Post- 
graduate Lecture by Professor E. I. Evans (Virginia). 

FAaRNBOROUGH Hospital, Kent.—5S.30 p.m., “ Allergy,” by Pro- 
fessor G. Payling Wright. Demonstration of clinical cases. 

GLasGow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.— 
8 p.m., “ Embryology of the Eye,” instructional talking film. 

@INsTITUTE OF DermarTo.ocy, Lisle Street, Leicester Square. 
London, W.C.—5.30 p.m., “ Bacteriology of Skin Diseases,” by 
Dr. J. O. Oliver. 

Lonpon UNIversity.—At King’s College, Strand, W.C., 5.30 p.m.. 
“ Movement of Fluid and Dissolved Substances through the 
Capillary Wall—{2) Capillary Permeability to Protein and to 
Diffusible Substances,” special university in physiologs 
by Professor E. M. Landis (Harvard). 


_@Royat COoLteGe OF SURGEONS OF ENGLAND: FAcuLty OF 


ANAESTHETISTS, Lincoln’s Inn Fields, London, W.C.—S p.m.. 
“ Anaesthetic Drugs,” ve Dr. A. H. Galley; 6.15 p.m.. 
“ Analeptics,”” by Dr. H. C. Stewart. 

@Royat COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields. 
London, W.C.—5.15 p.m., “ Alimentary Diverticulae,” by Mr 
B. McN. Truscott. 

Eye Hospirat, St. George’s Circus, Southwark, London. 
S.E.—5.30 p.m., “‘ Some Optical Aberrations of the Eye,’ by 
Mr. J. F. P. Deller. 

Roya INSTITUTE OF PuBLIC HEALTH AND Hyciene, 28, Portland 
Place, London, W.—4.30 p.m., “‘ The Uses of the Methonium 
Compounds (illustrated), Bengué Memorial Award Lecture 
by Dr. W. D. M. Paton. 


Thursday, October 16 


BritisH INSTITUTE OF RapIloLoGy.—At 32, Welbeck Street, 
London, W., 8 p.m., “Some Aspects of Soft-tissue Radio- 
graphy,” Presidential Address by Dr. J. W. McLaren. 

BrITISH PosTGRADUATE MEDICAL FEDERATION.—At London Schoo! 
of Hygiene and Tropical Medicine, Keppel Street, W.C.. 
5.30 p.m., “ The Principles of Ganglionic Block,’’ by Dr. 
W. D. M. Paton. 

EpinsurGH CuinicaL Cius.—At B.M.A. Scottish House, 7, 
Drumsheugh Gardens, Edinburgh, 8 p.m., “ The Changing Face 
of Pathology and its Place in Practice,’ by Professor A. Murray 
Drennan. 

Giascow  UNIversiITy Sociery.—At 
ray University Union, 7.30 pa. “ The Histological Aspect 
of Skin Grafting,”’ by Dr. Scawthorne. 

Royat Army MepicaL Lecture Theatre, John Islip 
Street, London, S.W., 5 p.m., “‘ The Mount Everest Reconnais- 
sance. 1951 ” (with lantern slides), by Captain M. P. Ward. 


@RoyaL COLLEGE OF SURGEONS OF ENGLAND: FACULTY OP 
ANAESTHETISTS, Lincoln’s Inn Fields, London, W.C.—5 p.m., 
“Local Anaesthetics,’ by Dr. A. H. Galley; 6.15 p.m.. 
“ Digitalis and Quinidine,” by Dr. H. C. Stewart. 

@Royat COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—S.15 p.m., “‘ Thymus,” by Mr. G. L. Keynes; 
=, p.m., “ Surgery of the Prostate,” by Mr. J. C. Ainsworth- 

avis. 

Roya. Eye Hospirat, St. George’s Circus, Southwark, London. 
§.E.—5.30 p.m., “ Iridocyclitis and Choroiditis and its Differen- 
tial Diagnosis,’’ by Miss J. M. Dollar. 

RoyaL Society OF TROPICAL MEDICINE AND HyaiEne.—At 26, 
Portland Place, London, W., 7.30 p.m., “‘ Disordered Gastro- 
intestinal Function and its Relationship to Tropical Sprue, 
Coeliac Disease, and Idiopathic Steatorrhoea,” by Professor 

razer. A discussion will follow. 

Sr. ANDREWs UNIversity.—At Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd, Dundee, 5 p.m., 
“ Burns and Scalds,” by Dr. Leonard Colebrook, F.R.S. 

St. Georce’s HospitaL Mepicat ScHooL, Hyde Park Corner, 
— S.W.—5 p.m., lecture-demonstration in psychiatry by 

r. D. Curran. 
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SOCIETY OF CHEMICAL INDUSTRY: MICROBIOLOGY Group.—At 
Medical Society of : Lopes. 1i, Chandos Street, Cavendish 
Square, W., 2.30 p ‘The Application 0 Paper Chromato- 
eae to. Microbiology.” papers by Mr. H. Proom and Dr. 


Woiw 
Friday, October 17 

BRITISH INSTITUTE OF RapDIOLOGY.—At 32, Welbeck Street, 
London, W., 5 p.m., Meeting of medical members. 

EDINBURGH UNIVERSITY : FAcuLTY OF Mepicine.—At Surgery 
Lecture Theatre, University New Buildings, Teviot Place, 5 p.m., 
“‘ The Clinical Management of the Burn Wound,’ Macarthur 
Postgraduate Lecture by Professor E. I. Evans (Virginia). 

FACULTY OF RaDIOLOGIsTs, Royal College of Surgeons of England, 
Lincoln’s Inn Fields, London, W.C., 2.15 p.m., ‘“ Intrathoracic 
Fibroma,” by Mr. C. E. Drew; “ Tuberculous Bronchitis and: 
Bronchiectasis,” by Dr. G. Simon; “ X-ray Appearances of 
Honeycomb Lung,” by Dr. Neville Oswald. 5 p.m., meeting of 
medical members. 

@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Square, 
London, W.C.—5.30 p.m., “ Lichen Planus,” clinical demon- 
stration by Dr. M. S. Thomson. 

KENT AND CANTERBURY HospITAL, Canterbury.—8 p.m., clinical 
meeting. 

Lonpon UNIverSITY.—At King’s College, Strand, W.C., 5.30 p.m., 
“* Movement of Fluid and Dissolved Substances through the 
Capillary Wall-{3) Effects of Injury, Cold, Hypoxia, and 
Certain Clinical Conditions,’’ special university lecture in 
physiology by Professor E. M. Landis (Harvard). 

@RoyaL COLLEGE OF SURGEONS OF ENGLAND: sow op! OF 
ANAESTHETISTS, Lincoln’s Inn Fields, London, W.C.—5 p.m., 
“* Hypnotics and Narcotics,” by Dr. H. C. Stewart; 6.15 p.m., 
“* Drugs Acting on the Urinary Tract,” by Dr. H. C. Stewart. 

RoyAL INSTITUTE OF PHILOSOPHY.—At University Hall, 14, Gordon 
Square, London, W.C., 5.15 p.m., “Mind and Its "Place in 
Nature,” Manson Lecture by Professor J. Z. Young, F.R:S. 


APPOINTMENTS 


Asse, Davip WILFRED, M.D., D.P.M., Clinical Assistant Professor of 
Psychiatry, School of Medicine, University of North Carolina, Chapel Hill, 
North Carolina, U.S.A. 

Fercuson, J. H. L., M.B., B.Chir., F.R.C.S., Assistant General Surgeon, 
Middlesex Hospital, London, W. 

Tempte, J. Li., M.B., B.S., F.R.C.S., Consultant Surgeon to Bristol 
Clinical Area (Weston-super-Mare), South-western Regional Hospital Board. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Biack.—On September 24, 1952, at the Liverpool Maternity Hospital, to 
Jeanie (formerly Dr. J. F. Gordon), wife of Mr. A. L. Black, F.R.C.S., 
a daughter. 

Cooke.—On August 30, 1952, at the Maternity Hospital, Birmingham, to 
Dr. Hilary Cocke (formerly Rose), wife of Dr. M. A. Cooke, of Farcroft, 
South Road, Smethwick, Birmingham, a son. 

Gawthorpe.—On September 28, 1952, at 158, Far Laund, Belper, Derby- 
shire, to Betty (formerly Dawson), wife of Dr. J. A. Gawthorpe, a 
daughter 
Hogarth.—On Jctober 2, 1952, at 4 Clinic, London, to Harriette Ruth 
(formerly Lewis), wife of Dr. J. C. Hogarth, a son 

MacWilliam.—On September 30, 1952. to Cicely (formerly Gray), wife of 
Dr. James C. MacWilliam, of Burnley, Lancs, a son. 

Parkinson.—On Sep*ember 29, 1952, at King’s College Hospital, London, 
S.E., to Helen (formerly Overton), wife of Dr. Charles F. C. Parkinson, 
a daughter. 

Williams.—On September 27, 1952, at Cheslyn Hay, Staffs, to Dorothy 
—* Ashdown), wife of Dr. K. Stanley Williams, a son—Richard 

vid. 


DEATHS 


Aitken.—On October 2, 1952, at ae home, “* Clodiagh,’’ Stanmore, Middle- 
sex, James Ai:ken, M.B., 

Andrew.—On September 30, at Highfield,’ 13, Glendene Avenue, 
Bramhall, Johu Vere Orlebar Andrew, M.R.C.S., L.R.C.P., aged 

Catterall.—On Scptember 29, 1952, at 20, St. Lawrence Avenue, Worthing. 
Cuthbert George Catterall, M.R.C.S., L.R.C.P., aged 89. 

Coffey.—On September 6, 1952, Richard Coffey, D.S.O., T.D., L.R.C.P.& 
S.I., of 21, Storey Square, Barrow-in-Furness. 

Ewart.—On September 26, 1952, at Dumfries, Edward Ewart, M.D., 
aged 75. 

Henderson.—On September 29, 1952, at Ridgeway, pay Hill, Bide- 
ford, Devon, George Pouncey Henderson, M.D., aged 

Lawrie.—On September 25, 1952, at Edinburgh, John * M.B., 
} = .M., of 10, Eglinton Crescent, Edinburgh, formerly of Woking. 

rrey. 

Merrick.—On September 26, 1952, at Bey aa Hospital, Horace Townsend 
Newman Merrick, M.B., B.Ch., aged 87. 

Nagelschmidt.—On October 4, 1952. at the Victoria Memorial Jewish 
Hospital, Manchester, Karl Franz Nagclschmidt. M.D. 

Shaw.—On Sept'mber 29, 1952. William Samuel Jagoc Shaw, M_D.. 
Lieutenant-Colonel I.M S., "aaa of Calcote House, Sandecotes Road, 


Parkstone, Dorset aged 
Sloan.—On October 2, 1952. ‘* Edinburgh, Allen Thomson Sloan, D.S.O., 
M.B. Ch.B, of Balerno, Midlothian. 
Topham.—On 25, 1952, at The Mount,” Heysham 
4 red 


formerly of aged 77. 
Wade.—On Guster 1952. Richard Ramsden Wade. M.D.. of The Little 


House, Hindhead, Surrey. 


erick Stocks Topham, M.R.C.S., L.R.C.P., 


Any Questions ? 


Correspondents should give their names and addresses (not 


for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Oestrogens and Cancer 


Q.—It is established that stilboestrol in large doses can be 
carcinogenic. What precautions are necessary in prescribing 
other synthetic hormones in this group to avoid this tragic 
possibility? So many women at the menopause derive 
great benefit from some form of oestrogen treatment. 


A.—AIll oestrogens, natural and synthetic, are powerful 
epithelial stimulants, acting especially on the tissues of the 
breast, uterus, Fallopian tubes, vagina, and vulva. They 
cause endometrial hyperplasia, often of the “adenomatous ” 
rather than the “cystic” type, and this condition is gener- 
ally regarded as sometimes leading to carcinoma of the 
body of the uterus. Cases of cancer of the genital organs 
are recorded as arising in women under treatment with 
oestrogens, but this has not as yet been shown to be more 
than a coincidence. Indeed, oestrogens have never been 
proved to be carcinogenetic in the human being. The fear 
that they might be is based largely on theoretical considera- 
tions and on animal experiments in which it has been shown 
that their local application can cause skin cancer, and that 
when given systemically they favour the development of 
carcinoma of the breast and cervix. There is also some 
evidence that the simultaneous administration of progesterone 
tends to prevent cancer formation in animals. 

The general view at present is that although it is wise to 
be cautious when dealing with a woman who has a strong 
family history of malignant disease, or who already has what 
might be regarded as a precancerous lesion in the genital 
tract, oestrogens in reasonable dosage and given for short 
periods of time carry a negligible risk of inducing cancer 
in women. So far as the treatment of menopausal symp- 
toms is concerned the dose should in any case be very small, 
and the course of treatment should be completed within 
two or three months, being discontinued at any time if it 
induces uterine haemorrhage. 


Calcium in Pulmonary Tuberculosis 


Q.—What is the value of calcium therapy in pulmonary 
tuberculosis ? Could it in any way interfere with the action 
of streptomycin or P.A.S.? 


A.—Although used for many years, it is probable that 


calcium is of no value in the treatment of pulmonary ~ 


tuberculosis. As far as is known, it is unlikely to inter- 
fere with the action of streptomycin or P.A.S. (para-amino- 
salicylic acid). The only exception to this is that calcium 
should not be injected locally at the same time as strepto- 
mycin sulphate, as calcium sulphate might be precipitated. 
However, it is very unlikely that anyone would want to 
do this. 


Psychotherapy and Skin Disease 


Q.—What are the indications for psychotherapy in cases 
of skin disease where there is a definite relationship to 
emotional strain? What results may be expected? 


A.—Psychotherapy, especially of the abreactive kind, has 
proved very useful with dermatoses such as eczema, 
psoriasis, seborrhoeic dermatitis, etc., where a well-marked 
relationship has been found between exacerbations in the 
skin condition and emotional strain, worry, anxiety, or ten- 
sion. Repeated abreaction of the accumulated emotional 
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tension may prevent it showing its effects through the auto- 
nomic system on the skin. Furthermore, the psychiatric 
exploration which is possible during abreaction may show 
ways in which such strains can be dealt with along rational 
lines, or avoided in future. Of course, one cannot expect 
the same degree of improvement from psychiatric treatment 
of conditions of known pathology, such as skin infections. 
If the relation between emotional tension and skin reaction 
is clear, it is certainly worth while referring the patient to 
a clinic or to a therapist accustomed to handling such cases. 
Some are not. 


Sixth-nerve Palsy after Spinal Analgesia 


Q.—What is the explanation of a sixth-nerve palsy follow- 
ing spinal analgesia? 


A.—Sixth-nerve paralysis is a well-known though com- 
paratively rare complication of spinal analgesia. It usually 
comes on within the first two to three weeks after the spinal 
analgesia and gradually passes off spontaneously after some 
weeks or months. Several explanations have been put for- 
ward for this condition. although none are entirely satisfac- 
tory. One is that it is due to the direct effect of the drug on 
the sixth cranial nerve. Another is that the condition is part 
of a mild meningitis. Others hold that it is part of a general 
rise of intracranial pressure. A recent and more likely 
hypothesis is that the condition: is due to the low intra- 
cranial pressure which follows the loss by seepage of the 
cerebrospinal fluid through the lumbar puncture hole in 
the dura. A stretching of the sixth nerve occurs through 
sagging, as the patient lies on his side. The prognosis is 
good, most patients recovering within a month or so. On 
very rare occasions the paralysis may be permanent. 


Asthmatic Localities 


Q.—I have a patient who has been asthmatic since he was 
a boy. He gets asthmatic attacks from time to time all the 
year-round which are related to worry and overwork, but 
whenever he goes to the seaside his asthma is invariably 
made worse. He is absolutely free from asthma when he 
is sailing on the sea. Can you suggest any form of desensi- 
tizing therapy or any other type of treatment that might be 
of value? 


A.—Asthmatic attacks related to worry and overwork 
would suggest a need to avoid burning the candle at both 
ends. Such an asthmatic should practise “Early to bed.” 
with at times amylobarbitone. 

The causes of exacerbations in asthma in different locali- 
ties vary considerably from patient to patient. The com- 
monest cause is variation in the allergenic content of the 
indoor or outdoor air from one locality to another. District 
variations in the pollen or mould-spore content of the out- 
door air (seaside resorts are not immune from airborne 
pollen and mould spores) will account for some cases where 
the exacerbations occur in the summer months. Locality 
variations are, however, more commonly due to differences 
in the allergenic content of the indoor air rather than 
differences in the outdoor air. Thus differences in house- 
dust content between one house and another can result in 
severe asthmatic attacks in one locality and comparative 
freedom in another. It is important to realize that excessive 
house-dust may be due not only to inadequate cleaning but 
also to excessively heavy furniture, many pictures, thick 
carpets and curtains, etc., making efficient cleaning 
impossible. Similarly, a patient sensitive to feathers ,may 
be comparatively well at home, sleeping on feather pillows 
in a carefully dusted room, whereas he may experience 
severe asthma on holidays sleeping on a feather bed in a 
bedroom inadequately cleaned in a house where there are 
several other feather beds. The presence of pets in a house 
may account for apparent locality differences, as may a 
damp house with its increased fungal spore content. 
Different foods or excess of certain foods, or merely 


antagonists. 


change in dietetic habits, may sometimes play a part, 
while the psychological effect of a change of locality must 
also be considered. Changes in climate, particularly in 
infective asthma, may sometimes play a part. 

Treatment should be preceded by a full investigation of 
the causes as outlined above, and desensitization would_be 
indicated only where a specific allergen or allergens were 
shown to be the cause and where environmental control 


was impossible. 


NOTES AND COMMENTS 
Seasickness Remedy.—Mr. C. Beaven, Ph.C., 


 Long-acting 
A.R.I.C. (Medical Service Department, Parke, Davis and Co., 


Ltd.), writes: In ‘‘ Any Questions ?” (August 30, p. 523) you 
make the unqualified statement that diphenhydramine hydro- 
chloride benadryl ”) and diphenhydramine-8-chlorotheophyllin- 
ate (“dramamine”’) are comparatively ineffective seasickness 
remedies, and there can be little reason for wishing to combine 
them with hyoscine. This conveys the impression that there is 
no clinical evidence for employing these preparations to prevent 
or combat the symptoms of motion sickness. That this is far 
from the truth is shown by reference to a number of published 
papers testifying to the value of “ benadryl ’' ** ora combination 
of “ benadryl * and hyoscine‘ * * as seasickness remedies. Holling’ 
has expressed the opinion that a combination of “ benadryl” and 
hyoscine gives better protection than either of these drugs given 


singly. 
REFERENCES 
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Our Expert writes: ‘“‘ Comparatively ineffective ” is a qualified 
statement which can only mean that other drugs have been found 
more effective. Indeed, experimental investigations based on 
Britain and the U.S.A. have shown that the dimenhydrinates are 
less effective than two other histamine antagonists' * or hyoscine 
hydrobromide.*** Of course dimenhydrinates have some effect 
on motion sickness, otherwise it would have been necessary to say 
that they are “completely,” not “ comparatively,” ineffective. 
The statement that there is “‘ little reason ” for combining diphen- 
hydramines with hyoscine is also a qualified one. If combinations 
of hyoscine and diphenhydramine hydrochloride had not been 
found useful when compared with small doses of either drug 
alone, it would have been necessary to say that there was “ no 
reason ”’ to try such combinations. Theoretical considerations by 
Burn® and recent experimental evidence,* however, make it seem 
unlikely that the effects of adequate doses of hyoscine hydro- 
bromide could be bettered by combinations with histamine 
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All communications with regard to editorial business should be addressed 
to THe EDITOR, Mepicat Journat, B. A. House, Tavistock 
Square, Lonpon, W.C.1. TELepHone: EUSTON 4499. TELEGRaAMs: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 


forwarded for publication are understood to be offered to the British . . 


Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager. B.M.A. House. Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
B.M.A, House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 
5 p.m.).  TeLePpHONE: EUSTON 4499. TELEGRAMS: Britmedads, 
Westcent. London. . 

ay ped SUBSCRIPTIONS should “4 sent to the SECRETARY of 

Association. EUSTON 4499. Medisecra, 


B.M.A. Scottish OFFICE: 7, Drumsheugh Gardens, Edinburgh. 
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